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IMPORTANT NEW CARDIOIMERAPEUTIC 


A NEW MOLECULE 
QUINIDINE POLYGALACTURONATE 


A NEW DIMENSION IN QUINIDINE THERAPY WHICH PROVIDES... 


Marked Reduction in Local Gastrointestinal Irritation. ‘CARDIOQUIN’ TABLETS ionize slowly, 
reducing “ionic flooding” and concomitant irritation of the gastrointestinal mucosa. The polar 
character of conventional quinidine salts allow them to strongly dissociate in physiological fluids: 
the resultant flood of basic and acidic ions, rapidly released, are irritating to the gastrointestinal 
mucosa causing “ionic shock.” 


Uniformly Absorbed and Maintained Blood Quinidine Levels. ‘CARDIOQUIN’ TABLETS are not sus- 
tained-release tablets. The unique chemodynamics of the quinidine polygalacturonate molecule 
provide reliable and uniform rate of absorption of the quinidine moiety with predictable, full 
cardiac effects throughout induction and maintenance therapy. 


Peak Blood Quinidine Levels Within 4 to 6 Hours. Measurable blood levels appear within 1 hour 
after administration of ‘CARDIOQUIN’ TABLETS and peak levels within 4 to 6 hours. 


Full Quinidine Cardiodynamics. EKG changes produced by equivalent doses of quinidine poly- 
galacturonate (as in ‘CARDIOQUIN’ TABLETS) and quinidine sulfate show no qualitative differences. 
DOSAGE: Each ‘CARDIOQUIN’ TABLET contains the quinidine equivalent of the conventional 3 grain tablet of 
quinidine sulfate, thus providing facility in the calculation of starting dosage. ‘CARDIOQUIN’ TABLETS may be sub- 
stituted one tablet for each three grain quinidine sulfate tablet (or equivalent) in patients already on other quinidine 


preparations. Consult Product Data Brochure, available on request, for complete directions, contraindications and 
precautions attending the use of the drug. 


NOTE: Observe the same contraindications that apply to other quinidine preparations. 


SUPPLIED: Uncoated, scored tablets in bottles of 50. Each tablet contains 275 mg. quinidine polygalacturonate 
[equivalent in quinidine content to 3 grains (200 mg.) of quinidine sulfate]. 


Cardioquin® Tablets Quinidine Polygalacturonate, Purdue Frederick 


The Frectorick DEDICATED TO PHYSICIAN AND PATIENT SINCE 1892 
omyfeany NEW YORK 14,N.Y. | TORONTO 1, ONTARIO 


©COPYRIGHT 1961, THE PURDUE FREDERICK COMPANY 
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here’s what like 


about this table and tubemount... 


I’ve been using my new Picker Constellation “15” Table 
and Ceiling Tubemount for a couple of months now. 
This is what I like about it: 


the table is completely enclosed . . . insulates me 
efficiently against scattered radiation 


the accurate beam-collimating and centering system 
protects my patients against excessive dosage 


it works like a breeze: Ym still fresh after a long 
fluoroscoping session 
my technician handles more patients with less fuss... 
sets up radiography cases rapidly, efficiently, and with 
“no-retake” certainty. 


Last but not least—it’s a whale of a lot for the money. Believe me... 
I shopped around plenty before making the plunge. 
I think it’s one of the solidest investments* I ever made. 


Your local Picker representative will be 
glad to give you the full story on this 
versatile diagnostic x-ray combination. 
Call any local Picker office (see phone 
book) or write: Picker X-Ray Corporation, 
25 South Broadway, White Plains, N. Y. 


* 
no capital investment if you'd rather rent @ ask about the PICKER RENTAL PLAN. 


JOURNAL A.O.A., VOL. 60, MARCH 196! Al 


2 
. 
If, 
Picker Constellation “15” X-ray\T4bl 7 nd Counterpoised Ceiling Tubemount 
= 
i | 
= 
¢ 


The Journal 
of the American 


Association 


March 1961, Volume 60, Number 7 


INFORMATION FOR CONTRIBUTORS 


Tue JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIATION is the 
official scientific publication of the American Osteopathic Association. 
Articles are accepted with the understanding that they have not been 
published or accepted for publication elsewhere. 


Manuscripts 


1. Manuscripts should be typed in triplicate, the original and carbon 
sent to THE JoURNAL, and one carbon kept by the author. All copy, 
including quotations, footnotes, tables, references, and legends for 
figures should be double-spaced, with ample margins. 


2. References are required for all material derived from the work of 
others, whether or not author’s names are mentioned. Reference num- 
bers should be assigned in order of reference in the article. Each refer- 
ence must include the name of the author and the full title of the article 
or book. For periodicals, the name, volume number, complete date, and 
inclusive paging of the article are required. For books, the edition, the 
name and location of the publisher, and the year of publication are 
required. Exact page numbers must be given for all direct quotations. 


3. The author’s degrees and teaching affiliations should be given. 


4. The article should end with a comprehensive summary. 


Published monthly by the American Osteopathic Association. Printed by Neely Printing Company. Publication, Editorial, and Executive Offices, 


City, Michigan 
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Illustrations 
1. Photographs should be unmounted, untrimmed, glossy prints. 


2. Figures, charts, tables which are to be engraved, and lettering on 
prints should be in black (India) ink on good quality white paper. 
Lettering should be large enough to be read when reduced. 


3. Original roentgenograms or slides can be used for reproduction, 
but direct-contact glossy prints from originals are preferable. 


4. All illustrations must be numbered and the top indicated. 


5. Good illustrations enhance the value of articles, and contributors 
are encouraged to submit illustrative material with manuscripts. 


6. When illustrations which have appeared elsewhere are submitted, 
full information should be given about previous publication, whether 
or not permission has been obtained, and credit to be given. 


Copies of THe JourRNAL 


1. Three copies of THE JouRNAL containing his article will be sent 
to the author on request. 


Reprints 
1. Information for ordering reprints is sent with galley proofs. 
FOR ADDITIONAL INFORMATION, PLEASE WRITE THE EDITOR 


212 E. Ohio St., Chicago 11, Ill. Subscription $10 a year; single copies $1.00. Acceptance for mailing at special rate of postage provided for 


in Section 1103, Act of October 3, 1917, authorized August 31, 1922. Second class postage paid at Chicago, Ill. 


ALL CORRESPONDENCE SHOULD BE ADDRESSED TO 212 E. OHIO ST., CHICAGO 11, ILL. CHANGE OF ADDRESS: If possible, 


clip address from mailing envelope of your copy of this magazine and send along with new address (with zone number if any). Allow 5 weeks 


for change-over, 
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the choice--by acclamation! 
for therapy 


In the less than 2 years since griseofulvin —first orally effective antifungal antibiotic 
—was introduced, over 250 leading investigators have published over 150 clinical 
reports and reviews in 20 countries concerning results in over 4,500 patients 
with dermatomycoses, Almost all of the patients benefited from griseofulvin. 
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meprobamate with PaTHILON®tridihexethy! chloride Lederle 


anticholinergic... . 
treats the trauma 


tranquilizer. . . 
controls the tension 


Indications: duodenal ulcer; gastric ulcer; intes- 
tinal colic; spastic and irritable colon; ileitis; esoph- 
ageal spasm; anxiety neurosis with gastrointestinal 
symptoms, and gastric hypermotility. 


Administration and Dosage: PATHIBAMATE- 
400 (full meprobamate effect) —1 tablet three 
times a day at mealtime, and 2 tablets at bedtime. 
PATHIBAMATE-200 (limited meprobamate effect) 
—1 or 2 tablets three times a day at mealtime, and 
2 tablets at bedtime. Adjust to patient response. 


Contraindications: glaucoma; pyloric obstruction, 
and obstruction of the urinary bladder neck. 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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BENADRYL Hydrochloride (diphen- 
hydramine hydrochloride, Parke-Davis). 
Kapseals® of 50 mg.; Capsules of 25 mg.; 
Emplets® (enteric-coated tablets) of 50 
mg.; in aqueous solutions: l-ec. Ampoules, 
50 mg. per ec.; 10- and 30-ec. Steri-Vials,® 
10 mg. per ce. with 1:10,000 benzetho- 
nium chloride as a germicidal agent; 
Elixir, 10 mg. per 4 ce.; 2% Ointment 
(water-miscible base); Kapseals of 50 mg. 
BENADRYL HCI with 25 mg. ephedrine 
sulfate. INDICATIONS: ‘Allergic diseases 
such as hay fever, allergic rhinitis, urti- 
caria, angioedema, bronchial ‘asthma, 
serum sickness, atopic dermatitis, 
contact dermatitis, gastrointestinal 
allergy, vasomotor rhinitis, phys- 
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ical allergies, and allergic transfusion re- 
actions, alse postoperative nausea and vom- 
iting, motion sickness, parkinsonism, and 
quieting emotionally disturbed children. 
Parenteral administration is indicated 
where, in the judgment of the physician, 
prompt action is necessary and oral ther- 
apy would be inadequate. DOSAGE: Oral 
adults, 25 to 50 mg. three or four times 
daily. Children, 1 or 2 teaspoonfuls of 
Elixir three or four times daily. Paren- 
teral—10 to 50 mg. intravenously or 
deeply intramuscularly, not to exceed 
400 mg. daily. High doses 
may he required in acute, gen- 
eralized or chronic urticaria, 
allergic eczema, bronchial 


asthma, and siatus asthmationg, 
PRECAUTION: ‘Avoid subcatancoug @ 
perivaseular injection, Single parentem) 
dosage greater than 100 mg, should fy 
avoided, particularly in hypertension au 
eardiac disease. Products containing 
BENADRYL should be used cautionsh 
with hypnotics or other sedatives; if atin 
pine-like effects are undésitable; or ifthe 
patient engages in activities req uiring 
alertness or rapid, accurate respanse (suey 
as driving). Ointment or Cream shou 
not be applied to extensively denuded @ 
weeping skin areas. Preparations com 
taining ephedrine are subject to te 
same eontraindications applicable 


ephedrine alone: 
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BENADRYL 


most 


when allergy looms large in the life of your patient... 


relieves the symptoms of food allergy When the allergic patient 
can’t resist eating an offending food, the ensuing punishment is often out 
of all proportion to the nature of the “crime.” In such cases, BENADRYL 
provides a twofold therapeutic approach to the management of distressing 
symptoms. 
antihistaminie action A potent histamine antagonist, BENADRYL 
breaks the cycle of allergic response, thereby relieving gastrointestinal: 
upset, urticaria, edema, pruritus, and coryza. ieee 
antispasmodic action Because of its inherent atropine-like proper- 
ties, BENADRYL affords concurrent relief 


of gastrointestinal spasm, abdominal pain, PARKE-DAVIS 


PARKE, DAVIS & COMPANY, Detroit 32, Michigan 


nausea, and vomiting. 


antihistaminic-antispasmodic 
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Put your low-back patient 


Soma’s prompt relief of pain and stiffness 
can get your low-back patients back 
to work in days instead of weeks 


Soma is unique because it combines the 
properties of an effective muscle relaxant 
and an independent analgesic in a single 
drug. Unlike most other muscle relaxants, 
which can only relax muscle tension, Soma 
attacks both phases of the pain-spasm cycle 
at the same time. 

Thus with Soma, you can break up both 


pain and spasm fast, effectively . . . help 
give your patient the two things he wants 
most: relief from pain and rapid return to 
full activity. 

Soma is notably safe. Side effects are rare. 
Drowsiness may occur, but usually only with 
higher dosages. Soma is available in 350 mg. 
tablets. USUAL DOSAGE: 1 TABLET Q.I.D. 


The muscle relaxant with an independent pain-relieving action 


® 
Wallace Laboratories, Cranbury, New Jersey 


(carisoprodol, Wallace) 
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How you can help save 
your patients a month’s pay 


Kestler reports in J.A.M.A. (April 
80, 1960) that conventionally 
treated low-back syndrome pa- 
tients required an average of 41 
days for full recovery (range: 3 to 
90 days). The addition of Soma 
therapy in this comparative inves- 
tigation reduced the average to 
11.5 days (range: 2 to 21 days). 
With Soma, patients averaged full 
recovery 30 days sooner. 
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MAALOX’. 
RORER 


(MAGNESIUM -ALUMINUM AYDROXIDE GEL) 


ANTACID — DEMULCENT 
NON-CONSTIPATING 


A eotiotdal suspension of Magnesium ano 
Aluminum Hydroxides useful for the re- Re 
of gastric hyperacidity 


Shake Well Before Using . 


Avergte adult dose: As antactd ana pro- 
fective, two to four teaspoonfuls may 
be given in water or milk twenty min- 
utes 


in 
Severely debititated or suffering 
Kidney fatiure. 


KEEP BOTTLE TIGHTLY CLOSED 
KEEP FROM FREEZING 4477) 

WILLIAM H. RORER, inc. 

Pharmaceutical Chemists Philadelphia, U.S.A. 


NO TASTE FATIGUE 
EXCELLENT RESULTS 
NO CONSTIPATION 


the most widely prescribed and 
| most wearable of all antacids 


suspension | tablets 
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MinVitine; 


OO CALORIE DAILY DIE 


Taste... the big difference! Now— 
from the makers of Ovaltine—for 
your weight-watching patients, comes ‘ . 
a new 900 calorie food drink that 4 


actually tastes like something they'd 
enjoy at a soda fountain! For, new 
MINVITINE is the first delicious way 
to help patients lose weight while 
enjoying adequate nutrition. It’s a 
satisfying, well-balanced food that 
supplies the proteins necessary for 
anabolism and meets the essential 
vitamin and mineral requirements of 
the day. Mention MINVITINE to your 
weight-conscious patient. It controls 
calorie intake ... pleases the palate 
... Makes dieting easy-to-take, easy- 
to-stick-to. Three flavors: Rich Choc- 


Supplied in 8 oz. jars in handy olate, Savory Butterscotch, Real ee 
powder form. 3 complete diet Coffee. All produced under the same 4 packets of individual serv- 
meals plus a snack. high standards of quality and nutri- ings in handy powder form. 


tion as famous Ovaltine, the world’s 

most popular fortified food beverage. 

To enjoy the taste while controlling 
the weight 


"“MinVitine 
"OVALTINE 


today’s delicious dietary for calorie control 
Ovaltine Food Products, a division of The Wander Company - Villa Park, Illinois 
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outstanding 
nutritional 


Mazoia Margarine is an economical tablespread and 
serves as a solid shortening, rich in linoleates and low in 
saturates—making it an ideal dietary adjunct in the man- 
agement of serum cholesterol. It contains 2 to 3 times as 
much natural linoleic acid as any other margarine readily 
available in grocery stores from coast to coast, and 5 to 8 
times as much as butter, It contains no dairy or animal 
fats, no coconut oil, and no cholesterol. 


Mazota Margarine is indistinguishable from other 
quality margarines as to taste, aroma and handling 
characteristics. Thus, it can be part of the regular diet 
for the whole family, including the hypercholesterolemic 
patient. The major ingredient in Mazo_a Margarime — 
liquid Mazoxa Corn Oil—is NOT hydrogenated, thereby 
preserving its rich content of linoleates. 


Send for free booklet: 
“Recent Advances in the Dietary Contro 


la”? 


of Hyper 


U.S. Pat. No. 2,955,039 


BEST FOODS - Division of Corn Products Co.. NEW YORK 22, N.Y. 


MARGARINE 


scientifically formulated with 
pure liquid 
orn Oil. 


The average daily intake, two ounces or 56.8 Gm. 
(4 tablespoons) of MAZOLA Margarine, supplies 


Linoleic acid 12 Gm. 
Oleic acid 23 Gm. 
Saturated fatty acids 8 Gm. 
Plant sterols (sitosterols) 215 mg. 
Natural tocopherols 30 mg. 
Vitamin A 1870 USP units 
Vitamin D 250 USP units 
Calories 415 


Available in the refrigerator sections of grocery 
stores in the same general price range as other 
premium quality margarines, in 1-lb. packages (four 
Y% sticks). 


| 
q 
i 
§ 
4 
3 


| 


RELIEVES THE SYMPTOMS OF RHEUMATOID ARTHRITIS 

the pain, rigidity, swelling, morning stiffness, and 

limitation of motion ‘ 

With DEcaDRON, pain, rigidity, and swelling usually fade 
rapidly, within 24 hours.! Morning stiffness often disappears 
completely.? Increased joint mobility and eventual clinical 
control frequently follow improvement of articular symptoms, 
even in patients poorly controlled by other corticosteroids.2* 


ATTACKS THE INFLAMMATORY PROCESS OF RHEUMATOID ARTHRITIS 

the rapid sedimentation rate, the secondary anemia, the fever, 
elevated plasma fibrinogen and globulin, and 

decreased plasma albumin 

Treatment with DECADRON, by reducing or eliminating 
inflammation, may also be expected to help eliminate fever, reduce 
the sedimentation rate, correct abnormal plasma-protein 
patterns, raise hemoglobin values and red blood cell counts.*.7-1¢ 


IMPROVES THE GENERAL STATE AND SENSE OF HEALTH 
The patient is sometimes markedly undernourished and emaciated 


(Cecil, R. L., and Loeb, R. F.: A Textbook of Medicine, ed. 10, Philadelphia, 
W. B. Saunders Company, 1059, p. 1366.) 


thin and asthenic, and very often profoundly depressed. 

(Ragan, C., in Comroe’s Arthritis and Allied Conditions, ed. 5, Philadelphia, 

Lea & Febiger, 1953, p. 151.) 

The “tonic effect’! of dexamethasone often promotes a sense of 


well-being, leading to improvement in the general state of 
health, relief of asthenia and depression, restoration of normal 
nutrition and enjoyment of food.1-11-14 


rheumatoid arthritis 


REFERENCES: 

1. Spies, T. D., et al.: South. M. J. 51:1066, 1958. 2, Bunim, J. J., et al.: Arthritis & 
Rheumatism 1:318, 1958. 8. Galli, T., and Mannetti, C.: Minerva med. 50:949, 1959. And Abstr. 
in J.A.M.A. 170:2254, 1959. 4. Case Reports on File, Merck Sharp & Dohme. 5. Boland, E. W.: 
Ann. Rheumat. Dis, 17:376, 1958. 6, Boland, E. W.: California Med. 88:417, 1958, 

7. Cislaghi, F., and Quarti, M.: Minerva med. 50:959, 1959. 8, Foreign Letters: J.A.M.A, 
171:286, 1959. 9. Agostini, A,: Minerva med. 50:926, 1969. 10, Clinical Data, Merck Sharp 

& Dohme, 11. Rudolph, J. A., and Rudolph, B. M.: Ann. Allergy 17:710, 1959. 

12. Cerutti, P.: Minerva med. 50:917, 1959. 18. Cagli, V., et al.: Minerva med, 50:941, 1959. 

14, Chervinsky, P.: Ann, Allergy 17:714, 1959. 

Initial dosage depends on the type and severity of the condition. Generally between 1.5 mg. and 
8 mg. per day is adequate; this should be reduced to maintenance level when control has been 
established. DEcADRON is supplied as 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets 

and as Injection Decapron Phosphate in 5-cc. vials, each cc. containing 4 mg. of dexamethasone 
21-phosphate as the disodium salt. Additional information available to physicians on request. 


Decapron is a trademark of Merck & Co., Inc. 


DEXAMETHASONE 


TREATS MORE PATIENTS MORE EFFECTIVELY 


Gp MERCK SHARP & DOHME + Division of Merck & Co., Inc., West Point, Pa. 
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Whether it is pollinosis, rhinitis due to other inhalants, 
allergic asthma, asthmatic bronchitis in children, eczema, 
or food sensitivity . .. regardless of the number or nature 
of the offending allergens . . . a daily injection of Anergex 
for 6 to 8 days usually provides prompt relief that persists 
for months in most patients. 


Anergex is nonspecific in action. Its effectiveness against 
most allergens eliminates skin testing and long drawn-out 
desensitizing procedures. In contrast to the antihistamines 
and other drugs that provide only temporary symptomatic 
relief, Anergex induces a prolonged allergy-free state. 


allergy-free for months 


with a one week course of daily injections 


Marked improvement or’complete relief has been reported 
in over 70 per cent of more than 5,000 patients*. Anergex 
appears more effective when given during exposure to the 
offending allergens. Relief is prompt; the patient “‘often 
feels better by the time he has had 3 or 4 doses’’**. Anergex 
is safe; no systemic reactions have ever been reported. 


Available: Vials of 8 ml.—one average treatment course. Each ml. 
contains 40 mg. specially prepared extractive substances obtained 


- from the Toxicodendron quercifolium plant. 


*WRIT= FOR LITERATURE AND REPRINTS 


the new concept for the treatment of allergic diseases 


MULFORD COLLOID LABORATORIES PHILADELPHIA 4, PENNSYLVANIA 


PATENT APPLIED FOR 
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Erythropoietin—a significant 
discovery in clinical hematology 


A wealth of evidence now confirms the fact that red blood 
cell production is controlled by the hormone erythropoi- 
etin.!-3 Demonstrated in human plasma,* erythropoietin 
has been shown to produce reticulocytosis,!.>*” increase 
utilization of the Fe5® isotope, and increase erythrocyte 
precursors in marrow cultures.3.8 


erythropoietin levels—new criteria in 


ERYTHROPOLTETIN ot anemia increase 


erythropoietin blood levels can be 


demonstrated in severe anemia and 
FO UND TO following the start of accelerated for- 


mation.? Soon thereafter, the effect 


C ONTROL of the higher levels appears as an in- 
creased erythroid marrow activity.!° 


Since the hemopoietic marrow is ca- 


RE D C E LL pable of producing more red cells than 
normally required, many anemias may 


be due to inadequate erythropoietin 


FORM Al ION levels—a result of subnormal produc- 
tion or excessive excretion. 


V-00361-R 
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how does erythropoietin affect iron metabolism? Absorp- 
tion and utilization of iron are dependent upon the rate of 
bone marrow erythropoiesis which, in turn, is dependent 
upon erythropoietin levels.!!:12 Thus, the demand for iron 
created by accelerated erythropoiesis is satisfied by both 
increased gastrointestinal absorption and mobilization of 
storage iron. Inadequate erythropoietin levels would seem- 
ingly account for the frequently disappointing results with 
the use of iron alone in many of the anemias. 


can medication increase erythropoietin levels? Cobalt has 
been shown to be strikingly effective in increasing the 
production of Cobalt-enhanced eryth- 
ropoietin accelerates red cell production and improves 
iron utilization with a subsequent increase in hemoglobin 
and erythrocytes. The new concepts of the cause, 
diagnosis, and management of anemia may now be applied 
Clinically on the sound basis of extensive studies published 
on RONCOVITE®—MF, the therapeutic cobalt-iron hematinic. 


(1) Gordon, A. S.: Physiol. Rev, 39:1, 1959. (2) Erslev, A. J.: J. Lab. & 
Clin. Med. 50:543, 1957. (3) Rosse, W. F., and Gurney, C. W.: J. Lab. & 
Clin. Med. 53:446, 1959. (4) Gurney, C. W.; Goldwasser, E., and Pan, C.: 
J. Lab. & Clin. Med. 50:534, 1957. (5) Rambach, W. A.; Alt, H. F., and 
Cooper, J. A. D.: Blood 12:1101, 1957. (6) Gordon, A. S., et al.: Proc. Soc. 
Exp. Biol. & Med. 92:598, 1956. (7) Ersiev, A. J.: Blood 10:954, 1955. 
(8) Goldwasser, E.; Jacobson, L. 0.; Fried, W., and Plzak, L. F.: Blood 13:55, 
1958. (9) Stohiman, F., Jr., and Brecher, G.: Proc. Soc. Exp. Biol. & Med. 
100:40, 1959. (10) Kraus, L. M., and Kraus, A. P.: Fed. Proc. 18:1051, 
1959, (11) Bothwell, T. H.; Pirzio-Biroli, G., and Finch, C. A.: J. Lab. & 
Clin. Med. 51:24, 1958. (12) Beutler, E., and Buttenwieser, E.: J. Lab. 
& Clin. Med. 55:274, 1960. (13) Goldwasser, E.; Jacobson, L. 0.; Fried, W., 
and Pizak, L.: Science 125:1085, 1957. (14) Murdock, H. R., Jr., and 
Klotz, L. J.: J. Am. Pharm. A. (Scient. Ed.) 48:143, 1959. 


For a complete background file on erythropoietin, please 
write to the Medical Service Department of: 


1* LLOYD BROTHERS, INC. 


Cincinnati, Ohio 


HE 
| 
Hi 
iq 
— 
& 
4 
| : 
F 
; 


What’s she doing that’s of medical interest? 


She’s drinking a glass of pure Florida 
orange juice. And that’s important to 
her physician for several reasons. 

How your patients obtain their vita- 
mins or any of the other nutrients found 
in citrus fruits is of great medical inter- 
est—considering the fact there are so 
many wrong ways of doing it, so many 
substitutes and imitations for the real 
thing. 

Actually, there’s no better way for 
this young lady to obtain her vitamin C 
than by doing just what she is doing, 


for there’s no better source than oranges 
and grapefruit ripened in the Florida 
sunshine. There’s no substitute for the 
result of nature’s own mysterious chem- 
istry, flourishing in the warmth of this 
luxurious peninsula, 

An obvious truth, you might say, but 
not so obvious to the parents of many 
teen-agers. 

We know that a tall glass of orange 
juice is just about the best thing they 
can reach for when they raid the refrig- 
erator. We also know that if you en- 


courage this refreshing and healthful 
habit among your young patients — and 
for that matter, your patients of any age 
— you'll be helping them to the finest 
between-meals drink there is, 

Nothing has ever matched the quality 
of Florida citrus—watched over as it 
is by a State Commission that enforces 
the world’s highest standards for quality 
in fresh, frozen, canned or cartoned 
citrus fruits and juices. 

That’s why the young lady’s activities 
are of medical interest. 

©Flonta Citrus Commission, Lakeland, Florida 


Ry 
‘ 
i 
i 


ATIENTS WITH SEVERE URINARY PAIN WANT RELIEF NOW. 


PYRIDIUM 


brand of phenylazo-diamino-pyridine HC} 


Two Pyridium tablets t.i.d., prescribed along 
with any antibacterial of your choice, relieve 
the pain of urinary infection in only 30 min- 
utes. During the first 3 to 4 days of therapy, 
Pyridium will make your patient comfort- 
able until the antibacterial reduces inflam- 
mation and controls the infection. 


Gris 


AVERAGE DOSE: Adults—2 tablets t.i.d. Children (9 to 
12)—1 tablet t.i.d. suppiiep: 0.1 Gm. tablets, bottles of 


50. PRECAUTIONS: Pyridium is con- ie 
available on request, should be 


traindicated in patients with 
consulted before initiating therapy. PLAINS. 


renal insufficiency and/or severe 
hepatitis. Full dosage information, 


of TEORAL PERITRATE MAN OELAMINE 
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Geriliqui 


NIACIN AND GLYCINE 


PROVIDES SUSTAINED WARMTH OF EXTREMITIES 


In patients with impaired peripheral circulation, Geriliquid warms cold hands and 
feet through rapid, safe vasodilation by niacin, and provides continuing sustained 
vasodilation and heat radiation by the thermogenic action of glycine. 


Other Benefits: 


e Increases ability to walk farther with less pain 
@ Relieves pain, dizziness and faintness 
e@ Improves appetite and brightens the mood 


Composition: Each 5 ml. contains: Niacin 75 mg., Glycine 
750 mg. in a sherry wine base. Contains Alcohol 5%. 


Dosage: One or two teaspoons three times daily before meals. 
Supplied: 8 oz. bottles. 72260 


LAKESIDE LABORATORIES, INC. 
Milwaukee 1, Wisconsin 


NEW! 

| specific for 

| 

| 


Before application of White’s Vitamin A & D After application of White’s Vitamin A & D 
Ointment—Typical diaper rash with excoriation Ointment at every diaper change—Diaper rash 
of skin. has completely disappeared within one week. 


| 
| 
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Before application of White’s Vitamin A & D After daily treatment with White’s Vitamin A 
Ointment—Treatment-resistant varicose ulcer in & D Ointment—Completely healed ulcer pho- 
elderly obese patient. tographed five weeks after the start of treat- 
ment with White’s Vitamin A & D Ointment. 


Before applications of White's Vitamin A & D After daily treatment with White’s Vitamin A 
Ointment— Severe pressure sore in area over & D Ointment—The sore is now filled with 
greater tuberosity of femur. granulation tissue and shows signs of re- 
epithelization at margins. 


Supplied in 1% and 4 oz. tubes; 1 Ib. jars and 5 Ib. containers. 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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have you 


heard, Doctor? 


Chymoral 


cuts healing time 


Whether the patient presents the simple edema 
and inflammation of a sprained ankle or the 
severe lacerations and bruising from a violent 
accident, immediate adjunctive use of Chymoral 
speeds resolution of traumatic manifestations. 
Chymoral modifies the inflammatory reaction to 
trauma, dissipates edema and blood extrava- 
sates, improves regional circulation, and thus 
aids the body’s natural reparative activities. In 
other general practice areas, too, Chymoral cuts 
healing time. Excellent results have been achieved 
in acute sinusitis, bronchitis, bronchial asthma, 
emphysema, chronic pelvic inflammatory dis- 
ease, and acute thrombophlebitis.’ 


Controls inflammation, 
curtails swelling, curbs pain 
1. Beck, C., et al.: Clin. Med. 7:519, 1960. 2. Teitel, L. H., ef al.: Indust. Med. 29:150, 1960. 
3. Billow, B. W., et a/.: Southwestern Med. 47:286, 1960. 4. Clinical Reports to the Medi- 
cal Department, Armour Pharmaceutical Company, 1960. 5. Taub, S. J.: Clin. Med. 7: 


2575, 1960. 
© Jan. 1961, A.P. Co, 


ARMOUR PHARMACEUTICAL COMPANY 
KANKAKEE, ILLINOIS ° Armour Means Protection 


CHYMORAL 


accidental trauma 


CHYMORAL 


Chymoral is an ORAL anti-inflammatory enzyme tablet spe- 
cifically formulated for intestinal absorption. Each tablet pro- 
vides tic activity, equivalent to 50,000 Armour Units, 
supplied by a purified concentrate which has specific trypsin 
and chymotrypsin activity in a ratio of approximately six to 
one. ACTION: Reduces inflammation of all types; reduces and 
prevents edema except that of cardiac or renal origin; hastens 
absorption of blood and lymph extravasates; helps to liquefy 
thick t i mucous ions; improves regional circula- 
tion ; promotes healing; reduces pain. INDICATIONS: Chymoral 
is indicated in respiratory conditions such as asthma, bron- 
chitis, rhinitis, sinusitis; in accidental trauma to speed absorp- 
tion of hematoma, bruises, and contusions; in inflammatory 
dermatoses to ameliorate acute inflammation in conjunction 
with standard therapies; in gynecologic conditions such as 
pelvic inflammatory disease and mastitis; in obstetrics as 
episiotomies and breast engorgement; in surgical procedures 
as biopsies, hernia repairs, hemorrhoidectomies, mammec- 
tomies, phlebitis and thrombophlebitis; in genitowrinary dis- 
orders as epididymitis, orchitis and prostatitis; in dental and 
oral surgery as fractures of the mandible or maxilila, difficult 
or multiple extractions, and alveolectomies. CONTRAINDICA- 
TIONS: None known. INCOMPAT(BILITIES: None known. 
Antibiotics as well as generally accepted measures may be 
coadministered. SIDE EFFECTS: Mild gastric upsets, rarely 
encountered. DOSAGE: Recommended initial dose is two 
tablets q.i.d.; one tablet q.i.d. for maintenance. SUPPLIED: 
Bottles of 48 tablets. 


ORAL systemic anti- 
inflammatory enzyme tablet 
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EVERY 


The 1022 Aristocrat Autoclave 


Office pressure steam 
sterilization to hospital 
standards and convenience 


CAN NOW GIVE PATIENTS THE POSITIVE PROTECTION 
OF PRESSURE STEAM 
STERILIZATION 


One of these Amsco Autoclaves, plus the 
technique training offered by Amsco can aid 
your efforts toward improved patient protec- 
tion. At the same time, you can attain a more 
efficient and economical office operation. 

A balanced combination of advanced 
equipment, sound techniques and specialized 
services has made Amsco the largest 
be manufacturer in this critical field. 

— To learn how Amsco’'s physician-oriented 
services serve you and your office staff, just 
fill in and clip the coupon to your letterhead 
«mail to American Sterilizer Company, 
Erie, Pennsylvania. 


Cyclomatic Timer 


AMERICAN 


el STERILIZER 


Branch Offices and Service Centers in... 


Send details of Amsco Services to Physicians [) and 
Specifications of Autoclaves 613-R (1) 8816 1022) 


Atlanta, Boston, Chicago, Cincinnati, Dallas, Name 

Denver, Detroit, Los Angeles, New Orleans, 

New York City, Philadelphia, Pittsburgh, Address 

Richmond, St. Lovis, St. Paul, San Francisco, 

Seattle, Tampa, Washington, D. C., City Zone State 


including a dispersed Amsco Serviceman 
located near YOU for prompt service. 
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SUCCINYLSULEATH 
WEOMYCIN SUSPENSION 
ith PECTIN: and KAOLI® 


CAUTION: Federal 
dispensing without 


Merck Sharp & Dohme 
Division of Mertk & Co., INC. 
= Pa. 


Cremomycin. provides rapid relief of virtually all diarrheas 


Neomycin—actively bactericidal against a wide range of gram-negative intestinal pathogens, 
but relatively ineffective against certain diarrhea-causing organisms. 

SULFASUXIDINE. succinylsulfathiazole—an ideal adjunct to neomycin because it is highly 
effective against Clostridia and certain other neomycin-resistant organisms. 

KAOLIN AND PECTIN—coat and soothe the inflamed mucosa, adsorb toxins, help provide rapid 


symptomatic relief. 
Additional information on CREmomycin is available to physicians on request. 


eB MERCK SHARP & DOHME, DIVISION OF MERCK & CO.,INc., WEST POINT, PA. 


ANO SUL ARE OF MERCK & CO., INC. 


CREMOMY CIN | 
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Why do 86% of pediatricians prefer 
evaporated milk for formula feeding? © 


Proven nutritional value ! 


Readily diluted and supplemented for the infant’s AN 
changing needs, the evaporated milk formula ful- . 
fills the nutritional requirements of most infants 
from birth throughout infancy. A proven history of 
successful feeding makes evaporated milk the most 
widely used form of milk for infant feeding today. 


¢ Permits the doctor to prescribe 
for the baby's changing needs 


¢ Curd tension zero 

¢ Digestible, uniform, safe 
* Low incidence of allergy 
Carnation’s position of responsibility and leader- _* Simple to prepare 

ship in the specialized field of infant feeding is im- 

portant in the choice of formula milks. This is the 

milk used in more hospital formula rooms through- 

out the world than all other brands combined. 
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WORLD'S LEADER BY FAR, FOR INFANT FORMULA FEEDING 


from Contented Cows” 
THE READY-PREPARED EVAPORATED MILK FORMULA (@rnala¢ 
Carnalac is Carnation Evaporated Milk with its added Vitamin D, plus "wn 
carbohydrate. The mother just adds water. Diluted 1:1, Carnalac provides 
20 calories per fluid ounce. 
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INCREASED* 


Following determination 
of basal secretion, 
intragastric pH was 
continuously determined 
by means of frequent 
readings over a 
two-hour period. 


neutralization 
with standard IS much 
aluminum hydroxide faster and 
twice 

4 as long 

with 


120 


New proof in vivo' of the much greater efficacy of new Creamalin 
tablets over standard aluminum hydroxide has now been ob- 
tained. Results of comparative tests on patients with peptic ulcer, 
measured by an intragastric pH electrode, show that newCreamalin 
neutralizes acid from 40 to 65 per cent faster than the standard 
preparation. This neutralization (pH 3.5 or above) is maintained 
for approximately one hour longer. 

New Creamalin provides virtually the same effects as a liquid 
antacid? with the convenience of a tablet. 

Nonconstipating and pleasant-tasting, new Creamalin antacid 
tablets will not produce ‘‘acid rebound” or alkalosis. 

Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive, short polymer dried aluminum hy- 
droxide gel (stabilized with hexitol) with 75 mg. of magnesium 
hydroxide. Minute particles of the powder offer a vastly increased 
surface area for quicker and more complete acid neutralization. 


Dosage: Gastric hyperacidity— from 2 to 4 tablets as necessary. Peptic 
ulcer or gastritis — from 2 to 4 tablets every two to four hours, Tablets may 
be chewed, swallowed whole with water or milk, or allowed to dissolve 


in the mouth. How supplied: Bottles of 50, 100, 200 and 1000. 
3 1. Data in the files of the Department of Medical Research, Winthrop 
Laboratories. 2. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. 
LABORATORIES 


Pharm. A. (Scient. Ed.) 48:384, July, 1959. 


New York 18, N. Y. for peptic ulcers gastritis = gastric hyperacidity 


site 
peptic 
PH Data based on pH measurements in 11 patients with peptic utcer!! 
50 49 49. 49 
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Vertigo is reversible 


Antivert stors 


VERTIGO 


moderate to complete relief of 
symptoms in 9 out of 10 patients’ 


Prescribe one ANTiveRT tablet (or 1-2 teaspoonfuls ANTiverT syrup) 3 times daily, 
before each meal, for prompt relief of vertigo, Meniere’s syndrome and allied dis- 
orders. Side effects are short-lived, usually only harmless flushing and tingling 
associated with vasodilation. ANTIVERT is contraindicated in severe hypotension 
and hemorrhage. 

Supplied: Small blue-and-white scored tablets (meclizine HCI 12.5 mg. and 
nicotinic acid 50 mg.) in bottles of 100. Syrup in pint bottles. Prescription only. 
Bibliography available on request. 

And for your aging patients— 

NEOBON?’ Capsules: five-factor geriatric supplement. 


Reference: 1. Scal, J. C.: Eye Ear Nose & Throat Month. 38:738 (Sept.) 1959. 


now available: =~ 


New York 17, N. Y. syru 
Antivert 
Science for the World’s Well-Being Each teaspoonful (5 cc.) contains 6.25 mg. 
meclizine HCI and 25 mg. nicotinic acid. 
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feels like 
a new 
woman 


basic therapy in vaginitis eliminates symptoms 
-itching burning leukorrhea malodor destroys 
pathogens: Trichomonas vaginalis - Candida (Mo- 
nilia) albicans - nonspecific organisms...alone or 
in combination: has these advantages: high rates 
of clinical and cultural cures - effectiveness even 
in menstrual blood and vaginal debris: safe and 
nonirritating to delicate inflamed tissue - esthet- 
ically acceptable with no disagreeable staining 


Improved 


Powder / Suppositories 


Fy EATON LABORATORIES 
(Cio Division of The Norwich Pharmacal Company 
\—// NORWICH, NEW YORK 


5 


in chronic fatigue 


_and 


f 


b 


(nandrolone phenpropionate injection, Organon) 


once every 7 to 14 days provides 
safer, sustained anabolic revitalization 


anabolic steroid anabolic /androgenic duration 


3-4 days 
1 day 


Supplied: 

5-cc. vials, 

1-cc. ampuls (box of 3) 
25 mg. nandrolone 


Testosterone propionate (i.m.) 
Fluoxymesterone (oral) 


Methyltestosterone (oral) 1 day phenpropionate/cc. 
Norethandrolone (oral) 1 day 

Organo 
Durabolin (im) 7-10 days Organon inc., 


West Orange, N. J. 


Chart adapted from Craig, P.: J. Okla. St. M.A. (June) 1960. 
Green bar represents anabolic potency; gray bar shows relative androgenicity 
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“UPSET ST OMACH” ON DIGITALIS 52-year old male had rheumatic heart disease, 


cardiomegaly Grade II, auricular fibrillation, mitral stenosis, mitral insufficiency, and was in class III-C. 
For 17 months he had been in failure. Three grains of digitalis daily were required for effective mainte- 
nance therapy. When the patient began to complain of frequent ‘‘upset stomach’, he was placed on digi- 
toxin, with an alternating 0.1 and 0.2 daily maintenance dose. Nausea became very severe after two months, 
and digitoxin was decreased to 0.1 mg. daily. Congestive failure increased and rehospitalization was 
necessary. Patient was given GITALIGIN, 0.5 mg. q.i.d. for two days, then 1.5 mg. daily for six weeks, fol- 
lowed by 1.0 mg. per day with 1.5 mg. every third day. Failure was effectively controlled without toxicity.' 


“DIGITALIS TOXICITY IS SEEN WITH INCREASING FREQUENCY TODAY...”” 


for maximal digitalis activity with minimal toxicity 


“,,.patients who became toxic very readily with other agents 
could later be satisfactorily digitalized with gitalin (GITALIGIN).”* 
Wider margin of safety—frequently effective in patients refractory to 
other digitalis glycosides - broader clinical utility—therapeutic dose 


only ¥% the toxic dose + faster rate of elimination than digitoxin or digi- 
talis leaf. 2) Supplied: 0.5 mg. scored tablets—bottles of 30 and 100. 


1, Dimitroff, S. P. et al.: Ann. Int. Med. 39:1189, 1953. 2. Pastor, B. H.: GP 22:85,1960. 


tamorphous gitalin, White WHITE LABORATORIES, INC.* Kenilworth, New Jersey 
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continuous, 24-hour cerebral oxygenation for the aging patient. By 
stimulating respiratory and circulatory function, GERONIAZOL TT* 
relieves mental confusion, depression, anxiety, and emotional insta- 
bility—frequent problems in patients after forty—due to presenile 
changes in the vasculature of the brain. Notable benefit usually is 
seen within one to three weeks of therapy. It improves appetite, 
sleep pattern, and outlook—and GERONIAZOL TT is non-hypertensive, 


non-excitatory. Each TEMPOTROL contains: 
Pentylenetetrazol, 300 mg.; and 
Neither a tranquilizer nor a psychic energizer, GERONIAZOL TT* Nicotinic Acid, 150 mg. 
provides a physiologic stimulation of the cerebrum to permit th: culatory stimulant for the aged and 
patient to adjust to his surroundings, become part of life itsel: confusion, depression, anxiety or 


arteriosclerotic psychosis. 
Contraindications: None known in 
1. Curran, T. R., and Phelps, D. K.: Am. Pract. & Dig. Treat. 11: 617, 1960. recommended dosage. 


2. Levy, S.: J.A.M.A. 158: 1260, 1953. 8. Connolly, R.: W. Va. Med. J. 56: 268, 1960. paren “ hag GERONIAZOL TT* 
et, b. 


GERONIAZOL 


*TEMPOTROL® (Time Controlled Therapy) 


PHARMACAL COMPANY aaffiliate of PHILIPS ROXANE, INC. 
Columbus 16, Ohio 


again—and attain the right frame of mind. 


References: 


| from. ression to the right frame of mind | 
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When the headache is associated with nervous tension and G.I. disturbance: 
CAFERGOT P-B TABLETS: ergotamine tartrate 1 mg., caffeine 100 mg., 
Bellafoline 0.125 mg., pentobarbital sodium 30 mg. Dosage: 2 at first sign 


of attack; if needed, 1 additional tablet every % hour until relieved 
(maximum 6 per attack). 


CAFERGOT P-B SUPPOSITORIES: ergotamine tartrate 2 mg., caffeine 100 mg., 
Bellafoline 0.25 mg., pentobarbital sodium 60 mg. Dosage: 1 as early as 
possible in attack; second in 1 hour, if needed (maximum 2 per attack). 


CAFERGOT TABLETS: ergotamine tartrate 1 mg., caffeine 
100 mg. Dosage: same as Cafergot P-B Tablets. 


CAFERGOT SUPPOSITORIES: ergotamine 
tartrate 2 mg., caffeine 100 mg. Dosage: same 
as Cafergot P-B Suppositories. 


For a new brochure on Migraine and Tension Headaches, reviewing clinical reports on diagnosis and therapy, write: Sandoz, Hanover, N. J. 
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Flexible Modess Tampons 
are designed to curve 
‘ naturally below the uterus— 
providing complete 
2 absorbency for all lines 
ce of menstrual flow. : 
Flexible Modess Tampons 
yi assure your patient of more 
protection, more comfort 


and more freedom. Modess “Tam pO NS 
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oral aminophylline 
readily tolerated 


by almost every patient 


one dose g.12h. maintains effective uniform 
blood levels in cardio-pulmonary conditions 


Many patients who cannot tolerate ordi- one dose q. 12 h. (1 to 2 Aminophyiline Dura» 

nary aminophylline tablets can now take Tabs) in adults maintains effective blood levels. 
; . * ; For children under 10, one-half Dura-Tab q. 8 to 

Aminophy Hline Dura-Tab S.M. without - 10 h. @ Indicated in bronchial asthma, pul- 

tric irritation. The reason: only a fraction monary emphysema, congestive heart failure, 

of this sustained-action aminophylline con- 2ngina pectoris, paroxysmal dyspnea and 

Cheyne-Stokes respiration. 
tacts the gastric membranes — the balance 


being absorbed slowly all along the intes- Bottles of 30, 100, 250—cost comparable to 
: ordinary aminophylline tablets. 
tinal tract. *U. S. Patent No. 2,895,882 


Comples and literature upon request. 


Wynn PHARMACAL CORPORATION 
Lancaster Ave. at 51st Street, Philadelphia 31, Pa. 
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Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


* simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


* no cumulative effects, thus no need for difficult 
dosage readjustments 
* does not produce ataxia, change in appetite or libido 
* does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 
* does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; or as MEPROTABS*— 400 mg. unmarked, coated tablets. 


WALLACE LABORATORIES / Cranbury, N. ]. 
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NOW...ESSENTIAL PARTNERS 
IN THE CONTROL OF EDEMA 


BRAND OF MERALLURIDE SODIUM 


BRAND OF TRICHLORMETHIAZIDE 


THE ALTERNATE OR COMBINED USE OF THESE TWO 
DRUGS NOW CAN HELP THE PHYSICIAN MEET WITH 
MAXIMAL EFFICIENCY THE DEMANDS OF DIURETIC 
THERAPY IN ALMOST ANY PHASE OR DEGREE OF 
EDEMA—ACUTE OR CHRONIC. 


MERCUHYDRIN j METAHYDRIN 


DRY WEIGHT 


DAYS 


3 LAKESIDE LABORATORIES, INC. 
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Where immediate diuresis is urgent, there is 
no substitute for MERCUHYDRIN’S ability to 
provide rapid return to “dry weight.” Now, 
with the introduction of METAHYDRIN, the 
most effective oral non-mercurial diuretic 
for maintenance is also available. If for any 
reason weight increases, the periodic use of 
MERCUHYDRIN in low dosage will assure 
return to dry weight and further minimize 
potassium loss. 

No single drug can provide optimal 
therapy for the management of all condi- 
tions of edema in all patients. As is well 
known, too vigorous or prolonged use of 
any one diuretic may result in disturbances 
in fluid and electrolyte balance with inter- 
ruption of therapy. METAHYDRIN may be 
used alone to initiate diuresis in the less 
critical patient or with MERCUHYDRIN to en- 
hance diuresis in the severely ill patient. In 
these conditions, and in maintenance, 
METAHYDRIN’S prolonged effect and favor- 
able ratio of sodium-to-potassium excretion 
provides maximal benefits in diuretic therapy. 


PRESCRIPTION INFORMATION 


METAHYDRIN 


Trichlormethiazide, Lakeside. New oral diuretic of the 
benzothiadiazine group for the management of edema 
and hypertension. More potent than similar diuretics 
reported to date. Effective in low dosage. Lessened risk 
of K and HCO; loss than with chlorothiazide or hydro- 
chlorothiazide. Action more prolonged than with other 
benzothiadiazine derivatives. USES: Edema in congestive 
heart failure, the nephrotic syndrome, hepatic cirrhosis, 
toxemia of pregnancy, edema caused by drugs, premen- 
strual tension, edema of pregnancy. In mild and moderate 
hypertension as primary therapy or in conjunction with 
other hypotensive agents in reduced dosage. PRECAU- 
TIONS: Patients with severely reduced renal function 
should be observed for acidosis and hyperkalemia. Dis- 
turbed glucose and uric acid metabolism or excretion 
have not been reported but may occur. Patients with 
hepatic cirrhosis or diarrheal syndromes, or under therapy 
with digitalis, ACTH, or potassium-losing adrenal 
steroids, should be observed for signs of hypokalemia, 
even though its occurrence is less likely with METAHYDRIN 
than with hydrochlorothiazide or chlorothiazide. For de- 
tailed information on indications, dosage, administration, 
precautions and side effects refer to METAHYDRIN package 
insert. SIDE ACTIONS: Nausea, flushing, mild muscle 
cramps, constipation may occur occasionally; skin rash 
rare. DOSE: Edematous states and Hypertension: 2-4 
mg. once daily after breakfast. Higher doses may be given 
initially. Individual doses exceeding 8 mg. do not increase 
diuresis. SUPPLIED: 2 and 4 mg. tablets in bottles of 
100 and 1000. 


MERCUHYDRIN 


METAHYDRIN 


PROVIDE MORE BENEFITS WITH FEWER PROBLEMS 
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serenity 


somnolence 
with sharpened mental acuity « 
and restoration of normal drive we 


References: 1. Carsley, S. H., and Olson, J. A.: Submitted for publication. 2. Ayd, F. J.: Current Therap. Res. 1:41, 1959. Additional bibliography: Ernst, E. M.: 
Clin. Med. 7:1349, 1960. Bodi, T., et al.: Clin. Res. 8:72, 1960. Dunlop, E.: Submitted for publication. Grimaldi, R.: Presented at the Annual Congress of 
Pan American Medical Association, May 6, 1960, Mexico City. Compilation of case reports received by the Medical Department, White Laboratories, inc. 
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Permitil Chronotabs 


Fluphenazine dihydrochloride 


sustained-action tablets 


just one tablet daily, for all hours of the waking day 


For the patient with anxiety-induced chronic emotional 


fatigue “The most elusive and most frequently seen 


form of anxiety is that of the seemingly ‘well’ patient 
who simply complains of being tired all the time—who 
is found to be drowning his normal energies in inde- 
finable fears and tensions. When apathy and chronic 
fatigue are part of the picture—as they so frequently 
are—barbiturates and meprobamate-type tranquilizers 
are of questionable value, since the sedative action 
of these compounds often increase fatigue and 
exacerbate the depressive undertones of anxiety.” 


PERMITIL CHRONOTABS allay anxiety, sharpen acuity 
For the office management of chronic emotional 
fatigue and other manifestations of anxiety, one 
PERMITIL CHRONOTAB “mitigates apathy, indiffer- 
ence, inertia and anxiety-induced fatigue”? for all th 
hours of the waking day. 


“The drug appears capable of controlling adequately 
the disrupting influence of anxiety so that patients 
seem able to cope more effectively with life’s 
problems.”’ 
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*patients requiring high 
or prolonged 
antibiotic dosage 


*women, particularly 
during pregnancy 


wherever 
monilial superinfection 
is a particular hazard* 


nw Gosa-Terrastatin 


capsules and for oral suspension 
the antibiotic effectiveness of 
Terramycin enhanced 

with antifungal activity 


*patients 
receiving 


corticosteroid 


apy 


IN BRIEF \ 


Cosa-Terrastatin provides the established 
antibiotic dependability of oxytetracycline 
(Terramycin®) with the potent antifungal 
activity of nystatin; inclusion of glucosamine 
enhances the absorption of Terramycin. 
Nystatin has a significant prophylactic action 
against monilial overgrowth. 


INDICATIONS: Effective against both gram- 
positive and gram-negative bacteria, rickettsiae, 
spirochetes, large viruses, and certain parasites 
(amebae, pinworms), Cosa-Terrastatin is in- 
dicated in a great variety of infections due to 
susceptible organisms, e.g., infections of the 
respiratory, gastrointestinal, and genitourinary 
tracts, surgical and soft-tissue infections, oph- 
thalmic and otic infections, and many others. 


*debilitated or 
elderly patients 


The added protection afforded by Cosa-Terrastatin against monilial super- 
infection is especially important for those patients who are most likely to be 


susceptible to the overgrowth of Candida albicans. 


ADMINISTRATION AND DOSAGE: Adults: Dosage providing 1 Gm. of oxytetra- 
cycline daily in four divided doses is usually effective. In severe infections, 
2-4 Gm. daily may be indicated. Infants and children: 10-20 mg. of oxytetra- 


cycline per Ib. of body weight daily. 


SIDE EFFECTS AND PRECAUTIONS: If superim- 
posed infection caused by resistant staphylococci 
is observed, the antibiotic should be discontin- 
ued, and a therapeutic trial of other antibiotics 
as indicated by susceptibility testing may be 
initiated. Aluminum hydroxide gel has been 
shown to decrease antibiotic absorption and is 
therefore contraindicated. Glossitis and allergic 
reactions are rare. Nystatin is virtually nontoxic 
and nonsensitizing; side effects are seldom ob- 
served. There are no known contraindications 
to glucosamine. 


SUPPLIED: Cosa-Terrastatin Capsules, 250 mg. 
of oxytetracycline with 250 mg. of glucosamine 
and 250,000 units of nystatin, bottles of 50. 
Cosa-T errastatin for Oral Suspension, each 5 cc. 
teaspoonful of reconstituted suspension contains 
125 mg. of oxytetracycline with 125 mg. of 
glucosamine and 125,000 units of nystatin, 60 cc. 
bottles. 


More detailed professional information avail- 
able on request. 


Science for the world’s well-being® vk PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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OPTIMUM NUTRITION 
Providing all the normal 
dietary requirements 
plus a reserve for stress 
situations. 


1. Schulz, Jeanette and 
Smith, N.J.: A.M.A. J. 
Dis. Child. 95:109(1958) 

2. Josephs, H. W.: Medi- 
cine 32: 125 (1953) 

3. Recommended Dietary 
Allowances, NAS-NRC 
Publication 589 (1958) 


IRON 


For over a quarter century 
physicians have prescribed 
Baker’s Modified Milk to help 
prevent Iron Deficiency Anemia 


Milk is an excellent vehicle for administration of iron 
—absorption is high’, and digestive disturbances are 
minimized.? Baker’s Modified Milk provides 7.5 mg. of iron 
per quart of formula—a prophylactic level, safely in excess 
of the Recommended Daily Allowance. 

Baker’s Modified Milk, made only from Grade A milk, 
contains ample protein and the RDA of vitamins. The 
butterfat has been completely replaced with well-tolerated 
vegetable fats. It is simple to prepare, economical to 
use, and is scientifically formulated to duplicate the 
nutritional results of breast milk. Powder and Liquid. 


Bakers 
MODIFICD MILK 


The prepared formula made by 
THE BAKER LABORATORIES, INC. 
Cleveland 15, Ohio 
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Le “AN AMES CLINIQUICK® 


CONTROL OF 


Today, as yesterday, “the diabetic dies of his complications and not of his 

/, disease.”! Increased diabetic longevity, moreover, increases the incidence 

i and relative importance of such long-term complications as vascular degenerative 
lesions of the kidney and peripheral blood vessels. Current opinion further stresses 

/ that the best available retardant of such complications is close and continuous control 


of diabetes.2 


Close diabetic control, by the patient by frequent testing for glucosuria, is essential. 
Whether treatment is oral, parenteral, or solely dietary, detection and quantitation of urine- 
glucose enables the supervised patient to adjust medication and diet rationally. 


Testing for ketonuria, on the other hand, is a protective measure. It may warn of ketosis 
_ induced by major infections and a variety of stress conditions, as well as alerting to the 
ketoacidosis of insulin insufficiency.3 Urine testing for ketones aids both management of 
ketogenic disorders and maintenance of control most likely to delay long-term complica- 
tions of diabetes. 
(1) Joslin, €. P., in Joslin, E. P.; Root, H. F.; White, P., and Marble, A.: The Treatment of Diabetes Mellitus, ed. 10, 


Philadelphia, Lea & Febiger, 1959, p. 239. (2) Goodman, J. |.: M. Times 88:1168, 1960. (3) Haunz, E. A., and 
Cornatzer, W. E.: Minnesota Med. 41:836, 1958. 


\ 


may be signally vital to certain “special risk” patients. Among these are the 
juvenile diabetic patient, the adult with severe diabetes, the pregnant dia- 
.. betic, and the patient on oral hypoglycemic medication. These patients, 
A in particular, gain both short- and long-term benefit by closely fol- 
~S. lowing their physician's instructions about routine urine testing. 


ey urine-sugar testing with Ciinitest® and urine-ketone testing with Acetest® 


for closer daily control of diabetes — 
and better protection against 
its complications 


TEST FOR BOTH GLUCOSURIA 
—AND KETONURIA 


with color-calibrated 


BRAND Reagent Tablets 


standardized urine-sugar test for clear-cut 
quantitative readings 


AMES 


COMPANY, INC 
Elkhart « Indiano 
Toronto Conado 


with ketone-specific 


ACETEST 


BRAND Reagent Tablets 


1 drop of urine—a few seconds—detects 
both acetone and acetoacetic acid 


This is the promise of Noludar 300...a night of deep, refreshing sleep without risk of habit- 
uation or toxicity...6 to 8 hours of undisturbed rest...an easy awakening in the morning, 

free of fogginess or barbiturate “hangover.” Try Noludar 300 for your next patient with a 
; sleep problem. One capsule at bedtime. Chances are she'll tell you 


“I slept like a log” 


NOLUDAR 300 


brand of methyprylon 
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$00-mg cap 
ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc » Nutley 10, New Jersey a 


IMPROVE 
HEPATO- 
BILIARY 
FUNCTION 
AT THE 
CELLULAR 
LEVEL WITH 


CHOLAN- 
HMB* 


Cholan-HMB contains chemically pure oxidized bile acid to stimulate 
the production of a large volume of thin bile, flush the biliary tree, 
improve digestion of fats, and relieve the symptoms of dyspepsia, 
constipation and indigestion caused by intrahepatic biliary stasis. 
To counteract spasm of the biliary sphincters and relax the 
gallbladder, Cholan-HMB contains spasmolytic homatropine methyl- 
bromide. The mild sedative component helps to calm the tense, 
emotional patient with hepatobiliary dysfunction. Cholan-HMB pro- 
vides physiologic and symptomatic relief of biliary stasis in primary 
biliary dyskinesia, pre- and postcholecystectomy syndrome, cholan- 
gitis, and digestive disturbances of pregnancy. 
Cholan-HMB® — dehydrocholic acid, Maltbie, 250 mg.; 2.5 mg. homatropine 
methylbromide, and 8 mg. phenobarbital. 1 or 2 tablets t.i.d. after meals. 
Cholan-V® — dehydrocholic acid, Maltbie, 250 mg., and 5 mg. homatropine 
methylbromide. 1 or 2 tablets t.i.d. after meals. 
Cholan-DH® — dehydrocholic acid, Maltbie, 250 mg. 1 or 2 tablets t.i.d. 
after meals. 


Supplied: Bottles of 100, 500, and 1,000 tablets. Ap 3 
Contraindication: severe hepatitis; complete obstruc- U; 
tion of the hepatic or common bile ducts; glaucoma ate 


Maltbie Laboratories Division, Wallace & Tiernan Inc., Belleville 9, New Jersey 
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NOW 


add the essential maternal element 


lacking in infant formulas 


new... 


POLYMUL’ 


Infant 
Nutrition 
Supplement 


POLYMUL, a unique combination of polyunsaturated fatty acids protected by anti- 
oxidant tocopherols, makes any infant feeding formula a “true substitute” for mother’s milk.’ 
Today, infant formulas are adjusted in nutritional values to simulate human milk—however, 
they lack the type of fat which determines the degree of utilization of the nutritional elements. 
Blood assays and clinical evidence demonstrate that with POLYMUL absorption, transport, 
and actual cell utilization of nutritional elements approximate mother’s milk.?:*:4 


increases caloric efficiency of any infant formula®’? to equal mother’s milk 

satisfies hunger longer with less formula ?:3:8.® 

helps protect against allergy... allergic symptoms—infantile asthma, eczema, diarrhea— 
tend to regress”: 

improves skin texture? ® 


POLYMUL...12 years of clinical research ... thousands of blood assays‘ 


Each 1 cc. POLYMUL ‘dispensulet’ contains 950 mg. of unsaturated fatty acid glycerides providing: 


Linoleic & Linolenic Acids 600 mg. 

Tetra, Penta & Hexaenoic Acids 100 mg. F 

Oleic & Saturated Acids 150 mg. Ad 
Mixed Tocopherols_ | 5 mg. 
Polysorbate 80 50 mg. ' 


Dosage: 2 to 4 cc. per day. Average dose 3 cc. per day. Contents of 8 POLYMUL ; CBUTICAL 
‘dispensulets’ in formula after sterilization or one ‘dispensulet’ to 4 ounces of : ee 
formula for three feedings. NDUSTEIEG, 


INC. 
Supply: 
Convenient, accurate ‘dispensulets’ (1 cc.) in dispensing carton of 100—over one ~ Erlton, 
month’s supply. + New Jersey 


1. Worne, H. E., and Smith, L. W.: N. Y. Physician and Am. Med, 53: 44 (Dec.) 1959. 2. Smith, L. W., and Worne, H. E.: Antibiotic Med. and Clin. Therapy 4: 515 


(Sept.) 1957. 3. Worne. H. E., and Smith, L. W.: Sth International Congress of Bronchoesophagology, Vienna, Austria (Aug. 31) 1956, 4. Clinical reports on file at 
Phi tical Indust: Ine. 5. Weise, H. F., Hansen, A. E., and Adam, D. J. D.: J. Nutrition 66: 345 (Nov.) 1958. 6. Adam, D. J. D., Hansen, A. E., and Weise, H. F.: 


J. Netrition 66: 555 (Dec.) 1958. 7. Hansen, A. E., et al: J. Nutrition 66: 565-(Dec.) 1968. 8. Ivy, A. C.: J. A. M. A. 106: 5-6 1935. 9. Lim, R. K. 8., et al: Proc. Soe. 
Exp. Biol. Med. #7: 890, 1990. 10. Smith, L. W., and Worne, H. E.: Am. J. Med. Sc. #87: 602 (May) 1989. 
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ills 


New, more effective analgesic 


stops tension 


For neuralgias, dysmenorrhea, upper respiratory 
distress, postsurgical conditions...new compound 
kills pain, stops tension, reduces fever—gives more 
complete relief than other analgesics. 


cs Soma Compound is an entirely new, totally dif- caffeine: a safe, mild stimulant for elevation of 
ferent analgesic combination that contains three mood. As a result, the patient gets more complete 
drugs. First, Soma: a new type of analgesic that relief than he does with other analgesics. 
q has proved to be highly effective in relieving Soma Compound is nonnarcotic and nonad- 
both pain and tension.” Second, phenacetin: dicting. It reduces pain perception without im- 
a “standard” analgesic and antipyretic. Third, pairing the natural defense reflexes.* 


NEW NONNARCOTIC ANALGESIC 


: Soma (carisoprodol), 200 mg.; 


® Composition 
phenacetin, 160 mg.; caffeine, 32 mg. 
Dosage: 1 or 2 tablets q.i.d. 
Supplied: Bottles of 50 apricot-colored, 
scored tablets. 


NEW FOR MORE SEVERE PAIN 


soma (Jompound--codeine 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Compound boosts 
the effectiveness of codeine. Therefore, only %4 grain of codeine phosphate 
is supplied to relieve the more severe pain that usually requires % grain. 


Composition: Same as Soma Compound plus % grain codeine phosphate. 
Dosage: 1 or 2 tablets q.i.d. 
Supplied: Bottles of 50 white, lozenge-shaped tablets; subject to Federal Narcotics Regulations. 


*References available on request. 


@ WALLACE LABORATORIES © Cranbury, N. J. 
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SPECIFIC ACTION... 
FROM CARDIOSPASM TO RECTOSPASM 


CAPSULES 


DACTIL. 


the only brand of piperidolate hydrochloride 
FOR UPPER G.I. DISTRESS 
* “unique” antispasmodic with power- 
ful local anesthetic properties! 
“ specific for upper gastrointestinal 
pain and spasm...’ 
“ toxic effects resulting from the 
clinical use of this compound have 
been reported.””! 


TABLETS 


CANTIL 


the only brand of mepenzolate bromide 


FOR THE COLON 
most effective available 
colonic anticholinergic...” 
“...provides selective action, 
confined principally to the lower 
G.I. tract.’’4 
“ ..singularly free of the side- 
effects commonly encountered 
with anticholinergics.”’> 


DACTIL provides most rapid relief of gastrointes- CANTILis highly effective in ulcerative colitis, irritable 
tinal spasm, biliary spasm, cardiospasm, pyloro- colon, mucous colitis, spastic colitis, diverticulitis, 
spasm, spasm of biliary sphincter, biliary diverticulosis, malabsorption syndrome, rectospasm, 
dyskinesia, gastric neurosis and irritability, post- diarrhea following G.I. surgery, bacillary and para- 
gastrectomy syndrome,and is useful as adjunctive sitic disorders. 


= The effect of CANTIL on the bladder is negligible, but 
fe id be withheld ree of side€ caution should be observed in patients with prostatic 
hypertrophy. As with all anticholinergics, it should 
Supplied: pact, (plain) 50 mg.; and DACTIL with be withheld in glaucoma. 
Phenobarbital, 50 mg., with 16 mg. phenobarbital Sunslied: : 
rs pplied: CANTIL (plain) 25 mg.; and CANTIL with Pheno- 
(may be habit forming). Bottles of 50. barbital, 25 mg., with 16 mg. of phenobarbital (may be 
habit forming). Bottles of 100 and 250. 
References: (1) Rider, J. A.; Moeller, H. C., and Lee, J.: Am. J. 
Gastroenterol. 32:714, 1959. (2) Modern Drug Encyclopedia and 
Therapeutic Index, ed. 6, New York, Drug Publications, Inc., 1955, 
LAKESIDE p. 281. (3) Kleckner, M. S., Jr.: J. Louisiana M. Soc. 108 :359, 1956. 


(4) Kleckner, M. S., Jr.: Clin. Res. Proc. 5:19, 1957. (5) Riese, 
J.A.: Am. J. Gastroenterol. 28 :541, 1957. 72661 
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...does she know you can help her? 


Many patients are unaware that their physician is the best source of contraceptive advice. 
Your prescription for Delfen or Preceptin assures her the simplest yet most effective contra- 
ceptive protection available. Accurate tests* for spermicidal potency, as well as years of clinical Ps 
use, demonstrate that ORTHO contraceptive products are instantaneously spermicidal. The Bo. 
choice between Delfen and Preceptin is one of individual esthetic preference. eS 


vaginal cream vaginal gel 


PRESCRIBED WITH CONFIDENCE FOR SIMPLE, EFFECTIVE CONTRACEPTION 


*The spermicidal potency of all ORTHO products is controlled by the Titration Test and the Sander-Cramer Test, 
which more closely duplicate vaginal conditions during coitus than other tests. 
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The first full-range medication £ 


for chronic gout and gouty arthritis a a. | 
...new 


provides comprehensive treatment by combining in Average Dose: One tablet three times a : ae. 
one convenient dose: day after meals. Literature on method " “a 
of administration and dosage is avail- : 
FLEXIN® Zoxazolaminet: the most potent uricosuric able upon request. 


1-4 
agent available Supplied: TRIURATE is available as 


Colchicine: time-tested specific for gout—effective %eige, scored tablets, imprinted 
in preventing acute attacks’.5.6 Rotting of 


TYLENOL® Acetaminophen: effective, nonirritating (1) Boland, E. W.: World-Wide Abstracts 


F 3:11, 1960. (2) Kolodny, A. L.: J. Chron, 
analgesic’? which does not interfere with uricosuric Dis. 11:64, 1960. (3) Talbott, J. Ha 


action®.® Arth. & Rheumat. 2:182, 1959. (4) 
the triple therapeutic action of TRIURATE provides all Burns, J. J.; Yu, T. F.; Berger, L., and 
these clinical benefits: 


. 3 1958. (5) Beckman, H.: Pharmacology 
promotes maximum urinary urate excretion in Clinical Practice, Philadelphia, 


* markedly reduces serum uric acid Saunders, 1952, pp. 515-516. (6) Tal- 
» relieves chronic pain and discomfort bott, J. H.: J. Bone & Joint Surg. 
; : 40-A:994, 1958. (7) Batterman, R. C., 
ae frequency and severity of acute attacks and Grossman, A.: J.AM.A. 159: 1619, 
- facilitates resorption of existing tophi... 1955. (6) Connor, T. B.; Carey, T. N.: 
prevents formation of new deposits Davis, T., and Lovice, H.: J. Clin. Invest. 
- helps restore mobility 38:997, 1959. (9) Reed, E. B.: Unpub- 
maintains effectiveness with minimal side effects ‘shed data. 
*Trade-mark TU.S. Patent No. 2,890,985 


McNEIL LABORATORIES, INC PHILADELPHIA 32, McNEIL) 
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in the “ulcer prone’ 


in the ulcer patient 


... What good are antacids if the ache is still there? 
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much more than an antacid 
blocks all three sources of 


pre-ulcer and ulcer pain 


Antacid relief is only partial, because 
acid causes only part of your patient’s 
discomfort. In almost every case, he 
suffers with painful G. I. spasm, too. 
Kolantyl stops it. Of course, most 
antacids will soothe irritated mucosa. 
Kolantyl, however, does more... helps 
prevent further erosion, promotes 
healing. And when you prescribe 
Kolantyl, your patients will take 
it gladly. You see, Kolantyl 
tastes extra good. 

Dosage: 1 tablespoonful or 
2 tablets, every three 
hours, as needed. 


Formula: Each tablet or 10 cc. Gel 
(2 teaspoonfuls) contains: 
Bentyl (dicyclomine) Hydrochloride 5 mg. 


Aluminum Hydroxide Gel, Dried......400 mg. 
Magnesium Oxide, Heavy............ MQ. 
Sodium Lauryl Sulfate 25 mg. 
Methylcellulose 100 mg. 


TRADEMARKS: BENTYL®, KOLANTYL® 
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MODERATE GOUT — PATIENT F.D. AGE 52 


SERUM URIC ACID 
MG./100 ML. 


OLCHICINE 1 MG. DAILY Con 
Dos 
Seve 
NO TIME Sur 
<—— NO TIME LOST aoe LOST 

2-4 MILD ATTACKS 1 MILD ATTACK 
PER YEAR PER YEAR . 
YEAR 1942 ‘44 "46 56 


Effect of colchicine and BENEmID on serum uric acid level and periods of incapacity. 
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Colehicine. w 


“Prophylactic management [of gout] embodies the use of the two agents 
just discussed, namely, colchicine and Benemid. Each one complements 
the other. Neither one by itself is as effective as a combination....Since 
1950, Benemid has been available and the greater the experience we 
have with the combination of colchicine and Benemid the greater the 
reliance we place upon these two drugs.’”* 


Composition: Each tablet contains 0.5 mg. colchicine and 0.5 Gm. BENEMID probenecid. 1. Talbott, J. H.: Gout, New York, Grune & 
tratton, 1957, pp. 162, 163. 2. Talbott, J. H.: 
Dosage between acute episodes: Mild, 1 tablet a day; moderate, 1 tablet twice daily; voi sehen: ‘tina. Med. prmota hon, 


severe, 1 tablet three or more times daily. 1959. 3. Talbott, J. H.: Recognition and treat- 
Supply: Bottles of 100. 


Also available: BENEMID probenecid, 0.5 Gm. tablets, bottles of 100. 


For additional information, 
DIVISION OF MERCK & CO., INc., WEST POINT, PA. 


Merck Sharp & Dohme, West Point, Pa, 
# COLBENEMID AND Benemip ARE TRADEMARKS OF MERCK & CO., INC. 


along distal shaft of the first metatarsal.' 
if 
iG 
y 
j 
if 
ij 
H 
q 
+ 


In chronic and acute diarrhea 
the most effective symptomatic 
solution to the dual problem 


dual 


(polycarbophit-thihexinol methylbromide) tablets 
“The combi- 
nation [SORBOQUEL] often alleviated 
diarrhea after other drugs, including 
opiates, had been ineffectual.”* 


¢ 


fast FOR TOO FLUID FECES: 
action Four SORBOQUEL Tablets, the 


average daily dose, contain 2 Gm. 
of polycarbophil. This amount of 
this extraordinary macromolecular 


water-binding agent has a hydro- 
sorptive capacity of 240 cc. 
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A 30-year-old male with chronic diarrhea of functional origin, 
characterized by marked intestinal hypermotility. With 
SORBOQUEL therapy, the diarrhea was well controlled. This 
24-hour film demonstrates combined antimotility action of thi- 
hexinol methylbromide and the hydrosorptive action of polycarbo- 
phil. (Note the particulate nature of the swollen polycarbophil.) 


fast FOR TOO FREQUENT EVACUATIONS: 

action the superior, yet selective, nonopiate action of thihexinol methyl- 
bromide produces prompt and prolonged intestinal motor inhibition. 
With SORBOQUEL, ‘'the demonstrated inhibition of jejunal motility 
without a marked delay of gastric emptying is remarkable. In our 
experience, such selective depression of enteral motor activity has 
not been produced by other anti-peristaltic drugs.’’* 


CONVENIENT TABLET FORM: SIMPLE 
UNCOMPLICATED DOSAGE SCHEDULE 
dosage: For older children and adults, 
initial dosage of one SORBOQUEL Tablet 
q.i.d. is usually adequate. SEVERE DIAR- 
RHEAS MAY REQUIRE SIX, OR EVEN EIGHT, 
TABLETS IN DIVIDED DAILY DOSES. (Dos- 
ages exceeding six tablets a day should 
not be employed over prolonged periods. ) 
side effects: The incidence of side ef- 
fects at recommended dosage is negligi- 
ble. (The usual precautions when using 
parasympatholytic agents should be ob- 
served.) COMPLETE INFORMATION RE- 
GARDING THE USE OF SORBOQUEL TAB- 
LETS IS AVAILABLE ON REQUEST. 
Supplied: SORBOQUEL Tablets, bottles of 
50 and 250. Each tablet contains 0.5 
Gm. polycarbophil and 15 mg. thihexinol 
methylbromide. 

*Winkelstein, A.: Am. J. Digestive Dis. 
34:524 (Nov.) 1960. additional bibli- 
ography: Hock, C.W.: Med. Times 88:320 
(March) 1960. Hock, C. W.: Am. J. Diges- 
tive Dis. (Nov.) 1960. Berkowitz, D.: Am. 
J. Digestive Dis. (Nov.) 1960. Seneca, 
H.: Am. J. Digestive Dis. (Nov.) 1960. 
Gilbert, A.S.; Schwartz, 1.R., and Matzner, 
M. J.: Am. J. Gastroenterol. (Dec.) 1960. 
Gilbert, $.$.: Am. J. Digestive Dis. (Nov.) 
1960. Pimparker, B. D.; Paustian, F. F.; 
Roth, J. L. A., and Bockus, H. L.: Gastro- 
enterology, to be published. Roth, J. L. A.: 
Am. J. Digestive Dis. (Nov.) 1960, 
Grossman, A. J.; Batterman, R. C., and 
Leifer, P.: J. Am. Geriat. Soc. 5:187 (Feb. ) 
1957. McHardy, G.; Browne, D.; McHardy, 
R.; Bodet, C., and Ward, S.: Am. J. Gastro- 
enterol. 24:601 (Dec.) 1955. McHardy, G.: 
Am. J. Digestive Dis. (Nov.) 1960. 
Bercovitz, Z. T.: J. Am. Geriat. Soc. 5:940 
(Nov.) 1957. Reports to the Medical 
Department, White Laboratories, Inc. 


WHITE LABORATORIES, INC. - Kenilworth, New Jersey 
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Why Esidrix alone often lowers 
blood pressure satisfactorily 


A number of investigators'* have reported that 
Esidrix alone reduces blood pressure — even in 
patients without edema. One possible explanation 
for this antihypertensive effect is the following: 
Histologic studies of rats show that there is an in- 
creased water concentration in hypertensive arteri- 
oles which causes swelling of the arteriolar wall and, 
as a result, narrowing of the lumen and increased 
flow resistance.**° By depleting excess salt and water 
from “water-logged” arteriolar walls, Esidrix in- 
creases lumen size and significantly decreases flow 


Normal arteriole 


resistance. 


Schematic drawings show dimension of a normal arteriole 
and a hypothetical “water-logged” arteriole, the wall of 
which is thickened to about the same degree as the walls of 
hypertensive arterioles in histologic muscle preparation of 
rats.5 The decrease in lumen size in the “water-logged” arte- “Water-logged” arteriole 
riole would increase flow resistance 54 per cent.‘ 


(Adapted from Tobian and Binion) 


References: 1. Calesnick, B.: Clin. Med. 6:613 (April) 1959. 2. Vertes, V., and Sopher, M.: J.A.M.A. 170:1271 (July 11) 1959. 3. Meltzer, 
L. E., Eichner, L. G., Ural, E., and Kitchell, J. R.: Am. J. Cardiol. 4:741 (Dec.) 1959. 4. Bryant, J. M., Schvartz, N., Roque, M., Fletcher, 
L., Fertig, H., and Lauler, D. P.: To be published. 5. Tobian, L., Jr., and Binion, J. T.: Circulation 5:754 (May) 1952. 6. Goldberger, E.: 
Am. J. Cardiol. 3:259 (Feb.) 1959. 7. Dennis, E. W.: Clinical report to cipa. 8. Borhani, N. O., in Moyer, J. H. (Editor): Hypertension, The 
First Hahnemann Symposium on Hypertensive Disease, W. B. Saunders Company, Philadelphia, 1959, p. 549. 2/2878mK 
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Why Esidrix improves response 
to other antihypertensive agents 


In many hypertensive patients, 
excess fluid and sodium in the 
arteriolar environment keep 
constricted blood vessels from 


EFFECT OF Esiprix COMBINATION AND CHLOROTHIAZIDE COMBINATION 
oN AVERAGE BLoop PRESSURE LEVELS 


Average Supine Blood Pressure Levels 


Average Standing Blood Pressure Levels 
(Average of 11 patients) 


(Average of 11 patients) 
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(Adapted from Dennis? ) 


potassium chloride. 


Chlorothiazide Esidrix Chlorothiazide Esidrix 
combination combination combination combination dilating fully in response to anti- 
m systolic 180 hypertensive therapy. By elimi- 
w diastolic 177 nating and redistributing excess 


fluid and sodium, Esidrix makes 
the vasculature more sensitive to 
other antihypertensive agents, 
thus enabling blood vessels to 
dilate to near-normal limits. 
Esidrix is frequently more effec- 
tive in this respect than related 
compounds. For example, sub- 


‘stitution of Esidrix for chloro- 


thiazide in antihypertensive regi- 
mens often brings blood pressure 
closer to normotensive levels.”* 


A 
SUMMIT+NEW JERSEY 


Supplied: Esmrix Tablets, 50 mg. (yellow, scored) and 25 mg. (pink, scored). Also avail- & @ ® 
able: Eswwrrx-K Tablets (white, coated), each containing 25 mg. Esidrix and 500 mg. 
Complete information about Esidrix and Esidrix-K sent on request. i iX 
Antihypertensive and Antihypertensive Potentiator 
de CIBA) 
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From the film—“Skin Grafting of Extensive Burns’’ by Harry R. Grau, M.D., Cleveland, Ohio 


Fig. 1. 68-year-old man with extensive third degree burns caused by gas explosion 2 weeks previously. 
Fig. 2. Sixteen days after treatment with FURACIN Soluble Dressing and debridement, wounds show 
healthy granulation tissue free from infection and ready for skin grafting. 


Severe burns: fight infection, facilitate healing 
Versatile Furacin lends itself admirably to burn treatment. Furacin Soluble 
Dressing is applied directly, or as impregnated gauze under dry or wet pres- 
sure dressings. FurAcin Solution is sprayed on the burn area (exposure 
technic) ; this leaves a moist, flexible antibacterial film. 


In clinical use for more than 13 years and today the most widely prescribed 
single topical antibacterial, Furacin retains undiminished potency against 
pathogens such as staphylococci that no longer respond adequately to other 
antimicrobials. Furacin is gentle, nontoxic to regenerating tissue, speeds 
healing through efficient prophylaxis or prompt control of infection. Unique 
water-soluble bases provide thorough penetration, lasting activity in wound 
exudates, without “sealing” the lesion or macerating surrounding tissue. 


, the broad-spectrum 
@ bactericide exclusively 
for topical use 


brand of nitrofurazone 
in dosage forms for every topical need 


Soluble Dressing / Soluble Powder 
Solution /Cream / HC Cream 

(with hydrocortisone) / Vaginal 
Suppositories / Inserts / FURESTROL® 
Suppositories (with diethylstilbestrol) 
Special Formulations for Eye, Ear, Nose 
EATON LABORATORIES 


Division of The Norwich Pharmacal Company 
NORWICH, NEW YORK 
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e Relieves itching and topical pain within minutes . . .“‘superior to any existing 
local anesthetic.” 

e Not a ‘caine’ or a ‘quinoline’. Virtually non-irritating, non-allergenic, non-toxic 
«+ Over a million uses without a single verified case of sensitization.? 

e The exclusive ACID MANTLE vehicle soothes sensitive skin, speeds healing and wards 
off recurrences by rebuilding the protective barrier of acidity that helps skin resist 


inflammation, irritation and infection. 
WORLD LEADER IN DERMATOLOGICALS 


Available as Creme in 4.02. and 1 oz. tubes. 
3% Xylocaine* HCl (brand of lidocaine hydrochloride) in the exclusive ACID MaNTLEt vehicle. DOME CHEMICALS INC. 
*Reg. T.M. Astra Pharmaceutical Products, Inc. U.S. Pat. No. 2,441,498. tReg. T.M. Dome Chemicals Inc. New York Los Angeles 


- 1. Crawford, O. B.: Anesthesiology 14:278, 1953. 2. Wiedling, S.: Xylocaine, The Pharmacological Basis For its Clinical 
Use, Stockholm, Almquist and Wiknell, 1959. 
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Patient: F. E., age 27, lost 21 Ibs. in 15% Patient: H. H., age 37, lost 14.5 Ibs. in 94% Patient: A. P., age 34, lost 18.5 Ibs. in 11% Pati 


weeks on 1,000 calories daily and Didrex weeks on 1,000 calories daily and Didrex weeks on 1,000 calories daily and Didrex weel 


UPJOHN ANNOUNCES 


HELPS TAKE WEIGHT OFF... PERSISTENTLY 
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WEIGHT 


WEEKS 0 4 6 8 10 WEEKS 0 2 6 WEEKS 0 5 


Patient: L. M., age 29, lost 20.5 Ibs. in 94% Patient: P. M., age 41, lost 10.5 Ibs. in 7%4 Patient: J. A. H., age 15, lost 17 Ibs. in 26 
weeks on 1,000 calories daily and Didrex weeks on 1,000 calories daily and Didrex weeks on 1,000 calories daily and Didrex 


in obesity management Put it to your patient this 


4 S STE NT way: The basic therapeu- 
W F G HT 0 S tic 

management is to change 
WEEK AFTER WEEK dietary habits built over 
months or years of weight accumulation. This takes 
time and will. Consider Didrex, the new Upjohn 
appetite suppressant. Happily, it elevates mood 
which makes dieting more acceptable. More im- 
portant, it works: “persistent significant weight 
loss” in patients followed for as long as 20 weeks. 
Added to your favorite reducing regimen, 1% to 1 
Didrex tablet one to three times daily is usually 
adequate to preclude the “weight plateau” that so 


often discourages dieters after a few weeks. Avail- 
able as 50 mg. tablets in bottles of 100. [UREUEY 


The Upjohn Company, Kalamazoo, Michigan 


Photos and case histories courtesy Drs. Alan S. Rubenstein, 
P. V. Dilts and William Conroy, Springfield, Illinois 
*Trademark — brand of benzphetamine hydrochloride, UPJOHN 


References: 1. Stough, A. R.: Weight loss without diet worry: use of h drochloride (Didrex®). Journal 


of the Oklahoma State Medical OE 53: area 767 (November) 1960. 2. - oro ‘H., and Medlar, R.: A clinical 
new appetite Medicine, 17:398-404 (July) 
Current Therapeutic 


pharmacologic study of 
1960. 3. Simkin, B., and Wallace, L.: “A consented clinical trial of 
Research, 2:33-38 (February) 1960. 


BRIEF BASIC 
INFORMATION 


Description: Didrex is the Upjohn 
brand of benzphetamine hydrochloride 
amine hydrochloride]. A sympathomi- 
metic compound with marked anorectic 
action and relatively little stimulating 
effect on the CNS or cardiovascular 
system. 

Indications: Control of obesity. 
Contraindications: None known to date. 
However, use with caution in moderate 
or severe hypertension, thyrotoxicosis, 
acute coronary disease, or cardiac 
decompensation. 

Dosage: Initiate appetite control with 
¥% or 1 tablet (25 to 50 mg.) in mid- 
morning for several days. Then adjust 
dosage to suit each patient’s need to a 
maximum of 3 tablets daily (150 mg). 
Side Effects: No effects on blood, urine, 
renal or hepatic functions have been 
noted. Minimal side effects have been 
observed occasionally: dry mouth, 
insomnia, nausea, palpitations and 
nervousness. 

Supplied: 50 mg., press-coated, scored 
tablets, in bottles of 100. 
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to shorten the course 
lessen the severity 
reduce the rate of complications 


WHOOPING COUGH 
HYPERTUSSIS 


pertussis immune globulin 


derived from human venous blood 
Hypertussis is the highly puri- 

fied globulin fraction of venous 
blood from healthy professional 
donors hyperimmunized with 
Cutter Phase I Pertussis Vaccine. 
It is as reaction-free as gamma 
globulin from human venous blood. 


high immune antibody content 


Hypertussis is superconcentrated 

to permit smaller dosage volume. 

A 1% ce. dose contains the gamma 
globulin equivalent of approximately 25 cc. 
of human hyperimmune serum. 


Supplied in 144 ce. vials. 


For further information 


for prevention 
or modification 


OF MEASLES 


Polio IMMUNE 
GLOBULIN 


gamma globulin 


derived from human blood 


In measles prevention effective 
passive immunity of three to 
four weeks duration is estab- 
lished. In modification, Polio 
IMMUNE GLOBULIN reduc- 
es severity while allowing full 
active immunity to develop. 
Also for prevention of para- 
lytic poliomyelitis, infectious 
hepatitis, treatment of hypo- 
gammaglobulinemia. 


Supplied in 2 cc. and 10 cc. vials. 


CUTTER LABORATORIES + Berkeley, California 
Leaders in Human Blood Fractions Research 


see PDR page 576, 
Ask Your Cutter Man 
or write to Dept. I-9C 


CUTTER 
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The hour of decision 


HOBERT C. MOORE, D.O.,*° Bay City, Michigan 


We meet here today in memory of Dr. Andrew 
Taylor Still, whose new concept of healing not only 
identified him with the needs of his time, but also 
made a unique contribution to our day. Conse- 
quently his works made another chapter in the 
book of medicine. 


Recorded in this book is the story of medicine 


which had its origin in the dim shadows of the re- 
mote past. From these shadows emerged the story 
as we know it today—one reflecting the kinship of 
medicine and man through the ages; for we all 
agree that wherever medicine is practiced, it is 
identified with humanity, physically and spiritually, 
and through its history runs a constant quest for 
truth. 

Strangely enough, and perhaps because of its 
very personal nature, medicine did not in early 
times keep step with the development of religions, 
the philosophies, and the arts. Most of the world’s 
great religions had been founded by 612 A.D., and 
even at this date, some were very old. It is true 
that superstitious practices were eventually associ- 
ated with each, but that was not so much the fault 
of religious ethics as it was of the fears that haunted 
the mind of man from the beginning of time. Both 
philosophy and art reached such a high level of 
sophistication during the Classic Age of Greece 
that even today we pause to admire. In comparison 
medicine was still babbling in its cradle. 

Over the centuries physicians learned through 
experience that there was a definite reaction of the 
human system to drugs and chemical compounds. 
Therefore, they were relied upon as remedies even 
though little was known of their physiologic effect 
and nothing was known of the cause and cure of 
virulent diseases. Treatment was completely em- 
The Andrew Taylor Still Memorial Lecture, presented at the 65th 


Annual Convention of the American Osteopathic Association, Miami 
Beach, Florida, January 23, 1961. 


*Address, 503 Mulholland St. 
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pirical. Medicine itself existed in a rarefied air and 
for centuries proudly considered itself an art. The 
term “the art of medicine” was like a sweet pellet 
to the tongue. To us today, it seems that medicine 
was in a sad state, but fortunately the victims of 
disease expected no more than the physicians knew. 

Even though scientists made the initial break 
through this static age of medicine in the third part 
of the nineteenth century, it was not until the 
twentieth century that medicine was to become a 
true science, albeit one to be practiced with art. 

An so the ages pass. Time is like the ebb and 
flow of the tide. At times the swell brings in a 
peculiar assortment of folklore, superstition, and 
offbeat ethics, with only a spark of truth. Then on 
the crest of an insurgent wave is borne a truth so 
brilliant that it helps lighten all time to come. 

In the framework of medicine, and osteopathic 
medicine is truly within that framework, all prog- 
ress has been made through investigating and inter- 
preting findings to determine whether they are the 
truth, then offering the proved results to humanity. 
Humanity has not always wanted the truth. In 
fact man’s record in this respect has been quite bad. 
Most schoolboys know the fate of numerous men of 
genius whose knowledge and prophetic sense of 
history made them suspect during their time, while 
the truths they offered were thrown in the dust. 

I am reminded here of my school days when it 
was the purpose of grammar books to prod our 
morals as well as our minds. One of the gems to be 
diagrammed was, “Truth, crushed to earth, shall 
rise again.” Truth is like that. It can appear and 
disappear repeatedly, but it will eventually reap- 
pear under favorable conditions, where it will 
identify itself with man and be accepted. 

You ask me now—“And what is truth?” Truth is 
something established in the basic plan of the uni- 
verse, be it physical or spiritual. Absolute truth is, 
was, and always will be. It will never change and is 
there for us to find. Truth is not a nebulous thing. 
It is only the path to truth that becomes cloudy. Our 
thinking is faulty and, like a poor geometry student, 
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we fail because we start our search with the wrong 
premise and thus cloud our path to the correct con- 
clusion. 

A classic example of this is that of Ptolemy who, 
in the second century A.D., formulated and laid 
down the theory that stated that the earth was the 
center or fixed point of the universe around which 
the heavenly bodies moved. For about 1,400 years 
this was considered absolute truth and was not 
questioned. Within the limited scope of investiga- 
tion of the second century, it seemed like the truth. 
The populace was content with the theory; the 
church was satisfied it was not conjured up from 
something evil; and the theory was chalked up 
along with Ptolemy’s other brilliant successes. 

Not until the sixteenth century was this false 
theory challenged by one Copernicus, who stated 
that the planets revolve around the sun, and that 
the turning of the earth on its axis accounts for the 
apparent rising and setting of the stars. Even though 
there were invalid arguments in his complete trea- 
tise, the truths discovered by Copernicus set the 
premise for modern astronomy. 

Thus as each age struggled to identify itself with 
those who sought true knowledge, so must we seek 
true knowledge concerning our identity to present 
humanity. It is not easy today. There are too many 
intangibles. 

The belligerent state of the universe is disturbing 
the entire pattern of civilization as we have known 
it. Political and social revolutions are sending out 
convulsive shocks that cause the world to tremble. 
It is being felt from the top levels of the world to 
the back alleys of the city. 

Since we are destined to serve these troubled 
times, our first duty, then, is to get a grasp of 
today’s events. Physicians are hard-pressed people 
who, at the end of day, have precious little time left 
to investigate and evaluate fast-moving world af- 
fairs, much less do anything about them. The lat- 
ter tasks we often leave to the “do-gooders.” 

Nevertheless, if we make any claim to being 
scientists, it is most essential that we find time, not 
only to make a keen observation of the world, but 
to sift and evaluate events with scientific orderli- 
ness. We must investigate cause and effect. We 
who have been nurtured in a comfortable democ- 
racy must learn the reasons why others behave as 
they do. It is not enough that we know democracy. 
We must have a working knowledge of what others 
believe. Beliefs form social plan and action which 
can revolutionize governments and change the 
course of history. My college speech instructor 
used to tell his classes that Cicero of old always 
studied his adversary’s case more intensely than 
he did his own. So must we study contemporary 
thought, for only with the complete knowledge of it 
can we arrive at the truth of cause and effect in 
the world today and thus establish a premise from 
which to work. 

What has all this to do with you and me? Have 
you taken time recently to have a good look at the 


+De Revolutionibus Orbium Coelestium (1543). 
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fast-changing map of the world? Our United States 
looks alarmingly small compared with the whole 
vast expanse. England, our strongest democratic 
ally, is a mere speck on the face of the universe. 
Do some computing, as I did, and you will discover 
that all demociac.es together total only one third 
of the whole; communism claims about one third; 
while the remaining one third does not know which 
way to turn. One hears repeatedly by radio and 
television that 50 per cent of all the people in the 
world go to bed hungry every night, and as many 
have no opportunity for a basic education. 

I’ve heard it said that statistics leave people cold 
unless they touch the pocketbook; yet if facts can 
show the basic age-old yearning for the fulfillment 
of humanity, I believe they will spring to life in the 
hearts of our people. 

It is generally known that as the rice bowl is 
filled, so goes the east. The Asians say it is easy 
to be a democracy on a full stomach. A similar 
thought is echoed in the book The Devil's Advocate, 
by Morris L. West. When referring to the abject 
poverty in Italy following World War II, he says, 
“Hunger has no morals and no loyalty.” How true 
history has shown this to be. Starvation wedded to 
appalling illiteracy breeds the world’s bitterly dis- 
illusioned offspring who put themselves out for 
adoption to the highest bidder. The bidding is now 
in process on the world’s market. 

Urgency marks the present. In all of history there 
has been nothing equal to the insidious battle com- 
munism is waging to capture the minds of all men. 
To the present, it has achieved nearly all its goals. 
Its invasion has almost circled the earth, even to 
our own doorstep. Should the circle be closed, the 
tight ring could strangle truth and we could revert 
again to the Dark Ages. Then if there should be a 
chance for the scientist—and scientists seem to be 
favorite sons—it would have to be a science with- 
out a soul; for when was a Communist ever con- 
cerned with a soul? If a courageous mind should 
utter an independent thought that inconvenienced 
those in power, that mind could be crushed forever. 
You recall the late Boris Pasternak, the author of 
Doctor Zhivago, that recognized masterpiece for 
which the author won the Nobel prize in 1958. Pas- 
ternak was not allowed to accept the prize. Even 
though he chose to remain in his native land, until 
his death in 1960 he lived in ostracism. Copernicus, 
in his day, did not dare to publish his treatise for 
35 years because he would have been charged with 
heresy. When he finally published it, he compro- 
mised his integrity by entitling it “Hypothesis” in 
order to pacify the Church. Later, when Galileo 
demonstrated the truth of the Copernican theory 
with the telescope, he was condemned for heresy 
by the Inquisition. , 

Today history is repeating itself. Make no mis- 
take, my friends, the world is in the midst of an- 
other inquisition. The facts are before us. If in 
apathy or complacency we ignore them, future gen- 
erations will marvel at our stupidity. 

So, in these bewildering times, it is not only nec- 
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essary for us to observe world events, but to observe 
ourselves with honest detachment. In our weakness 
and strength we must know who we are and what 
we are to determine the worth of our identity to 
the times. 

Now only three short generations removed from 
its founding, the osteopathic school of medicine, 
or the “osteopathic movement,” as the late Dr. Ray- 
mond Keesecker was pleased to call it, has had a 
tremendous and rapid growth in all fields of medi- 
cine. Its growth has amazed educators in high 
places. Doors once barred are now opened to us, 
and from many quarters there are beckoning nods. 
It is an exhilarating time; yet one that more than 
ever requires of us a rigid discipline and a thorough 
approach to self-analysis. In a former address! be- 
fore this body, I stated that because our history 
sprang from the people, so much greater is our re- 
sponsibility to the people. I would add here that 
because a free-thinking people believed and could 
openly express that this new theory of healing had 
something of value to help mankind, our profession 
grew in stature. No one is prouder than I of the 
broad strides we are making in contemporary medi- 
cine; yet in our haste to advance, it would affront 
the very people who created us if somehow along 
the way we lost our heritage. 

This would indeed be a sad day, too, for those 
courageous physicians who have possessed this 
heritage with honor, and used it with pride in their 
life’s work. There is a touch of greatness in their 
integrity. In speaking of the meaning of a man’s 
life work, Ivo Andrié, in The Bridge on the Drina, 
says very aptly, “All of us die once, whereas great 
men die twice—once when they leave this world, 
and a second time when their life work disappears.” 

A trust has been handed to us. Let it not be 
said of us that we renounced it. It has survived 
heartache and persecution; it has known despair 
and hope, but always it has contributed to the alle- 
viation of human suffering. This is not the sort of 
thing one barters away for a guilded bauble: This 
is our heritage. Our records confirm its worth. In 
this hour of decision it needs to be taken out and 
dusted off. It needs to be used and tested by all 
the technics we know today. We must be willing 
to work and fight for our beliefs, and we must dem- 
onstrate and clinch all truths concerning our prem- 
ise so that the conclusions will be satisfactory to the 
most exacting scientist. This we must be willing to 
do, else as a profession we fade into the gray mists 
of medical history. 

These are times of implacable decisions. We must 
learn to cope with those groups who, because it is 
expedient, desire to exploit us. We must beware of 
pressure groups of opposing thought who like 
sponges act to absorb us and deprive us of inde- 
pendent thinking. In A Place for Independent 
Thinking, John Stuart Mills says: 


He who lets the world, or his own portion of it, choose his 
plan of life for him has no need of any other faculty than 
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If we are to earn a permanent 
chapter in ‘the story of medicine, this 
organization with all its affiliates 
must have an integrity of purpose 
that nothing can shake. This lesson should 
be made the vibrant chord that 
binds our profession together 


the ape-like one of imitation. He, on the other hand, who 
chooses his plan for himself, employs all his faculties— 
reasoning, foresight, activity, discrimination, resolution, self- 
control. We wish not automatons, but living, originating 
men and women. 


It is so very important that we hold on to inde- 
pendent thinking; by imitating, we so frequently 
miss our potential and thus fall far short of great- 
ness. 

Yes, we have a precious trust, and this organiza- 
tion must assume complete responsibility for pro- 
tecting it. This organization, I believe, does not 
intend to sell it at any price. It only intends to es- 
tablish for all time the intrinsic value of its trust. 
When interested parties finally recognize its worth, 
they will feel no need for barter or compromise, 
for they will then receive it as a gift freely given 
with dignity. 

If we are to earn a permanent chapter in the 
story of medicine—and I have never been more seri- 
ous than now—this organization, with all its affili- 
ates, must have an integrity of purpose that noth- 
ing can shake. This lesson should be learned in our 
colleges, taught to our interns, learned by precept 
and example, and made the vibrant chord that binds 
our profession together. 

To accomplish this we must strive to build a har- 
monious structure of all our varied and component 
parts. In order to have a foundation that is solid 
we must begin to build from our smallest organiza- 
tion to our largest, and cut away structural flaws. 
Perhaps the most insidious flaw is that feeling of 
professional inferiority which like a cancer eats its 
way through our very being and deprives us of our 
best constructive thinking. This must be cut away. 
A proud, progressive profession has no time to in- 
dulge in immaturity. In our structure, too, we face 
the complexities of a young, fast-developing profes- 
sion. We have regional strongholds where profes- 
sional service can be maintained at a high level, 
and low spots where courageous, dedicated men 
still pioneer for us under truly difficult conditions. 
Just as long as we have those low spots, we have 
the weak spots. To bolster them we must encircle 
them with our concern and nourish their growth 
with the vitality of the strong. 

Then, again, though we have a growing and justi- 
fiable pride in our special skills, there should be no 
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place in our structure for a disturbing medical aris- 
tocracy or caste system of higher or lower grada- 
tions of service within our ranks. Harmony of 
structure strives to claim the dignity of each skill 
and its importance within the entire scope of serv- 
ice. This is concisely illustrated by a story I heard 
of the little daughter of the late Senator Robert 
Taft. The little girl, when required to write a com- 
position for a class in school, penned the following: 

“My grandfather was a president. 

My father is a senator. 

I am a Brownie.” 
So often from the mouths of babes fall priceless 
pearls of wisdom. 

It is not my purpose at this point to deal in sci- 
entific or factual specifics, but to dwell on our com- 
mon purpose, our attitudes, and the very moral 
fiber of our profession, without which our science 
would be a very pallid thing. Thus we are com- 
pelled to maintain a strong, unified body of our own 
creation. Our goal is not to be competitors within 
the framework of medicine; rather it is to release 
our own dynamic power to make effective our 
service for universal good. This must be our salva- 
tion. 

Time is a relentless master. It obliges us to antici- 
pate and to meet the needs of the hour before gov- 
ernment dictates our actions. Contemporary medi- 
cine today is confronted with a vocal evolutionary 
society. It asks, “Are you qualified?” “Do you have 
a plan?” “Will you cooperate?” Rumblings of this 
are heard in our own government in Washington. 
Legislators have lamented that not one health 
agency in the United States has come up with an 
adequate medical care health program; hence the 
legislators are proposing their own. Health agen- 
cies may agree or disagree with the plan, but the 
fact remains that the people made the first step. 

Our strength has been our acceptance by the 
people. Our unpardonable weakness would be to 
lose communication with the people. Moreover, our 
internal professional complexities should be made 
incidental to the main obligation of keeping our 
ear tuned to the sounds of the people. These sounds 
with their undertones are legion. They emanate 
from the Salvation Army barracks to the social serv- 
ice agencies; they murmur in the clubroom and 
echo in the halls of government. It will be an as- 
tute organization that can establish lines of com- 
munication to related agencies in order to bring 
the lay and professional worlds together. This is 
mandatory for us if we want to be understood and 
to have the public satisfied. 

The future will have tremendous claims on us, 
and we must be prepared to meet them. With our 
knowledge of world revolutions that have discarded 
ideals for a crust of bread, it will take all the under- 
standing and scientific knowledge that we possess 
to cope with man’s hopelessness. The way will be 
opened for us if we are prepared. 

So, we must be about our business in search for 
truth; for in the basic truths of the universe, all dis- 
ease must certainly have cures which we have not 
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yet found. As part of the free world we must utilize 
all the untapped power of our keenest minds to ac- 
celerate our research program. This will require 
not only harmony within our ranks, but ample fi- 
nancial aid to continue the program. Last fall I 
tuned in to the “Today” show just as Dave Garro- 
way said that a member of the Rockefeller Institute 
reported that the cure for any disease in the United 
States could be bought. This is a potent yet ironic 
thought when one considers ours the richest nation 
in the world. 

Lack of funds has always impeded the progress 
of research. People in general must feel a vital 
need for something before they do anything about 
it. However, there have always been those few 
whose vision sees beyond the throng. Through 
these benefactors of humanity the osteopathic 
profession has in the past received numerous gifts. 
Recently a number of substantial gifts have been 
received. These major grants have broken through 
the iron curtain of medicine and cleared the way 
for other grants to our colleges. They are expres- 
sions of the faith intelligent people have in the fu- 
ture of the osteopathic profession. Matched with 
our own confidence and continued financial sup- 
port, we should be inspired to reach beyond any- 
thing we ever dreamed. We must continue to 
search and evaluate knowledge and present to the 
world findings that will justify the faith people have 
placed in us. 

We are comparatively young and, in our search 
for knowledge, we must guard against the youthful 
impulses of impatience and haste. Knowledge is 
revealed in fragments, and we must fit these frag- 
ments together in our time. We are shown knowledge 
only in proportion to our mental development so 
that in the entire plan we are part of the whole. 
The acquiring of knowledge is well expressed in 
The Princess, where Tennyson says: 


And all creation is one act at once, 

The birth of light; but we that are not all, 

As parts, can see but parts, now this, now that, 

And live, perforce, from thought to thought, and make 
One act a phantom of succession. Thus 

Our weakness somehow shapes the shadow, Time; 

But in the shadow will we work, and mould 

The woman to the fuller day. 


And so in our ceaseless search for knowledge we 
must humbly align ourselves with the Creator of 
all things to find new truths to transcend all we 
know today. Perhaps through this channel we will 
not only justify our professional existence but also 
find an answer to the relief of human despair. 

Thus with spiritual and intellectual fortitude we 
must write our own story in the book of medicine. 
May it read to have attained greatness by standing 
the test of time. Then when our sons shall turn back 
the pages and follow our rugged path through its 
chapters, they will proudly say, “Our fathers walked 
that way.” 


1. Moore, H. C.: Progress of a profession. J. Am. Osteop. A. 
55:723-725, Aug. 1956. 


STUART F. HARKNESS, D.O., F.A.C.O.1.,° Des 
Moines, Iowa 


This study on the clinical application of phenethyl- 
biguanide (DBI)+ has extended over a period of 
approximately 12 months. There has been no at- 
tempt to apply the drug to any particular type of 
diabetic problem. Rather, it was decided to deter- 
mine its value in a general, random diabetic popu- 
lation; I feel that the following series of cases is 
representative of the problems seen daily in office 
practice. All but a few of those investigated were 
outpatients, and no attempt was made to investi- 
gate intricate metabolic effects of the drug. It was 
not used in any patient in whom a serious compli- 
cation existed. 

The drug was applied to four categories of pa- 
tients. The first group consisted of patients who 
were newly diagnosed and previously untreated, 
who were treated with diet and phenethylbigua- 
nide. The latter was the only agent used for 
purposes of control other than diet and prescribed 
exercise. More than a moderate degree of aceto- 
nuria was considered a contraindication for drug 
therapy. Several patients in this group needed drug 
therapy only until they realized full benefit from 
caloric and carbohydrate restriction, permitting an 
improvement in their own insulogenic response. 
Nevertheless, they were symptomatic and deserving 
of therapy which would bring about a hypoglycemic 
effect. 

A second category of patients consisted of those 
in whom it seemed desirable to reduce the insulin 
dosage. These were the so-called brittle or labile 
diabetics. In order to achieve the desired degree of 
Dr. Harkness is Lecturer in Medicine, College of Osteopathic Medi- 
cine and Surgery, Des Moines, Iowa. 

*Address, 3820 Grand Ave. 
+Supplied for this study by Harvey S. Sadow, Ph.D., Director of 


Clinical Research, U. S. Vitamin and Pharmaceutical Corporation, 
Arlington-Funk Laboratories Division. 
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diabetic control, it had been necessary either to 
use two injections of insulin daily or to increase 
exogenous insulin to a point that resulted in severe 
insulin reactions or an excessive intake of food with 
undesirable weight gain. 
The third group consisted of patients in whom 
it was desirable, if possible, to completely replace 
insulin with phenethylbiguanide. Indications in 
this category consisted of senility and feebleness; 
poor eyesight, making it impossible to draw an 
accurate amount of insulin into the syringe; and 
one patient, a physician, whose excessive intake of 
calories might have been due to the use of exoge- 
nous insulin, and it was decided to try to assist her 
in adhering more closely to her dietary prescription 
by replacing insulin with phenethylbiguanide. 
The fourth category of patients can hardly be 
called a category because it contained only one 
individual; this was a patient with secondary tol- 
butamide failure, in whom the use of phenethyl- 
biguanide was successful. 
No case is reported in which control could have 
been accomplished by dietotherapy alone. This 
statement should be qualified because there were 
those newly diagnosed diabetic patients who de- 
served symptomatic control during the initial period 
following diagnosis. If it became apparent that a 
patient would not adhere to a diet, his uncoopera- 
tiveness was not condoned by permitting him to 
continue on drug therapy. It should be emphasized 
that the drug was used for only one purpose; that 
was the improvement of the clinical state of the 
patient. 
The following criteria were used for determining 
adequacy of diabetic control: 
1. Freedom of symptoms of diabetes mellitus 
2. General sense of well-being without undue 
fatigability upon physical activity 
3. Less than 5 per cent excretion of glucose in ~ 
24 hours 
4. Postprandial blood sugars below 175 mg. per 
100 ce. 
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5. Maintenance of ideal body weight and normal 
weight gain in the juvenile diabetic 
6. Freedom of insulin reactions. 


Methods and materials 


All patients were seen at at least 6-week intervals, 
and their weight, 24-hour glycosuria, and postpran- 
dial blood sugars (taken 2% hours after breakfast or 
the noon meal) were recorded. When collecting 
the 24-hour urine specimen the patients were in- 
structed to test the urine for sugar and acetone 
fractionally fasting, at 11:00 a.m., 4:00 p.m., and 
at bedtime. All specimens were examined for al- 
buminuria, hematuria, and crystalluria. Hemato- 
logic investigations and tests of liver function were 
not carried out unless there were specific indications 
for them. Blood sugar determinations in this study 
were done by the Dextrotest method. 


Case reports 


Case 1 e A 7-year-old girl, of asthenic build, who 
weighed 45 pounds, had developed a symptomatic 
juvenile diabetes of unknown duration. There was 
no previous history of acidosis or coma. The dis- 
order presented stable characteristics while she 
was in the hospital on a prescribed diet. Treatment 
during hospitalization consisted of dietary therapy 
and 12 units of Lente insulin; this regimen was 
followed for the total period of 5 days. She was 
then treated on a daily dosage of 87.5 mg. of DBI 
over a period of 7 months, in conjunction with a 
prescribed diet. She was well controlled, aglyco- 
suric, and normoglycemic for that 7-month period. 
She was then readmitted to the hospital because of 
weight loss, glycosuria, and acetonuria. She was 
given a diet containing 125 grams of carbohydrate, 
and DBI was reinstituted; there was no evidence of 
glycosuria, but she developed acetonuria and vomit- 
ing. The DBI was withdrawn because of the vomit- 
ing, and she was treated with 12 units of Lente 
insulin. After several days of aglycosuria and nor- 
moglycemia, DBI was again reinstituted. There was 
no response to DBI, and the maximum dose of 150 
mg. per day in four divided doses was given. There 
was no evidence of gastrointestinal intolerance, but 
glycosuria without acetonuria persisted. As further 
therapy with DBI seemed inadvisable, she was dis- 
charged from the hospital on a daily dose of 12 
units of Lente insulin with chemical control similar 
to that produced by DBI, but with a gain in weight 
and general clinical improvement. 


Case 2 e An 11-year-old boy of heavy build, who 
weighed 126 pounds and was 60 inches tall, devel- 
oped juvenile growth-onset diabetes, which was 
symptomatic and of recent origin. There was no 
previous history of acidosis or coma. He had re- 
ceived no therapy prior to the institution of DBI, 
and he was treated on a daily dose of 75 mg. for 
a total of 10 days. In addition, he was given 150 
grams of carbohydrate daily, which was distributed 
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equally between the three meals. This resulted in a 
satisfactory control of his diabetes. 


Case 3 e A 10-year-old boy of medium build, who 
weighed 102 pounds and was 60 inches tall, devel- 
oped juvenile growth-onset diabetes of unknown 
duration. There was no previous history of acidosis 
or coma. He had not received any previous therapy 
for the diabetes. At this writing he has been treated 
with DBI, 62.5 mg. daily, for a period of 1 month. 
The effect of blood sugar lowering is very gratify- 
ing, and all symptoms have completely disappeared. 


Case 4 e A 51-year-old woman of heavy build, who 
weighed 175.5 pounds and was 61 inches tall, devel- 
oped a symptomatic stable diabetes of recent origin. 
There was no past history of acidosis or coma. She 
was obviously in need of weight loss, and dietary 
treatment was attempted for a period of 3 weeks. 
She was then treated with a daily dosage of 75 mg. 
of DBI; her response was excellent, and at the 
present time she is asymptomatic. It is likely that 
the drug therapy will be discontinued when the 
patient’s weight is reduced to a satisfactory level, 
and when her own insulogenic response makes itself 
apparent. There was no evidence of side reactions 
to DBI therapy. 


Case 5 e A man, aged 64, of medium body build, 
who weighed 150 pounds and was 65 inches tall, 
developed symptomatic adult-type diabetes of re- 
cent onset. There was no previous history of acido- 
sis or coma. He had not received any other form of 
therapy before treatment with DBI. In addition to 
the diabetes the patient had a suspected cystic dis- 
ease of the kidney for which surgical treatment was 
contemplated. He was treated with a daily dose of 
75 mg. of DBI for a period of 15 days. The diabetic 
state was mild, and it was hoped that carbohydrate 
utilization might be improved with the use of DBI. 
The dosage was probably excessive, as the patient 
developed gastric intolerance. Surgical exploration 
may reveal that the diabetes is of a secondary type. 


Case 6 e A 44-year-old man of heavy build, who 
weighed 200 pounds and was 71 inches tall, had in 
recent months developed a symptomatic adult form 
of diabetes for which he had received no previous 
therapy. There was no past history of acidosis or. 
coma. His presenting symptoms were blurred vision, 
polydipsia, and polyuria. The family physician diag- 
nosed diabetes mellitus because of the findings of 
glycosuria and hyperglycemia. He was treated with 
a prescribed diet and 100 mg. of DBI daily. This 
resulted in weight loss and control of the glycosuria 
and hyperglycemia. 

Approximately 4 months later he complained of 
anorexia, nausea, and vomiting which was thought 
to be due to DBI intolerance. He then developed 
jaundice and ketoacidosis, and he was treated with 
parenteral feedings and insulin. The serum bilirubin 
and alkaline phosphatase were raised, and 2 weeks 
later he developed anemia and leukocytosis. As the 


patient insisted on leaving the. hospital, he was 
permitted to return home. The jaundice had dimin- 
ished in intensity, and there was a drop in the 
alkaline phosphatase. It was felt that the hepatitis 
was improving, and it was concluded that the condi- 
tion was a toxic effect of DBI therapy. 

Five days later, while at home, he deteriorated 
suddenly and was readmitted to the hospital with 
severe jaundice and further depression of the liver 
function. It was then considered that the patient 
had developed acute yellow atrophy following 
hepatic damage caused by DBI. 

He was transferred to the Veterans Administra- 
tion Hospital where he was observed, and x-ray 
studies of the gastrointestinal tract were performed. 
As the diagnosis was in doubt, he was subjected 
to an exploratory laparotomy. Because of gross 
deterioration of the patient’s clinical status, the 
laparotomy was unsuccessful, and he died within 
a few days, Autopsy revealed carcinoma of the 
head of the pancreas. It became obvious that the 
clinical condition was not caused by DBI; on the 
contrary, this agent controlled the diabetes mellitus 
which was secondary to pancreatic carcinomatous 
involvement. 


Case 7 e A 53-year-old woman of medium build, 
who weighed 115 pounds and was 62 inches tall, 
developed adult symptomatic type of diabetes 3 
months before treatment began. She had had no 
acidosis or coma. However, there was a history of 
myocardial infarction. She received a daily dosage 
of 50 mg. of DBI for a period of 3 months, con- 
comitant medication consisting of Warfarin sodium 
and meprobamate. The diabetes responded well to 
DBI therapy, increased physical activity, and ad- 
herence to the prescribed diet; at the end of 3 
months, it was unnecessary for her to continue with 


the drug. 


Case 8 e A 54-year-old woman of heavy body 
build, who weighed 158 pounds and was 64 inches 
tall, developed symptomatic diabetes at age 51. 
There was no past history of acidosis or coma. The 
diabetes had originally been controlled for a short 
while with carbutamide, but this medication was 
withdrawn by her physician as he felt that she 
could be controlled solely by dietotherapy. This 
proved unsuccessful because of a persistence of 
symptoms of polyuria, polydipsia, and weakness. 
She was then treated with DBI, 112.5 mg. daily, 
and she has continued on this treatment for 11 
months, In addition, she received multiple vitamin 
supplements. This resulted in excellent control of 
her diabetes and complete abatement of symptoms. 


Case 9 e A 75-year-old man of medium build, who 
weighed 162% pounds and was 69 inches tall, devel- 
oped symptomatic adult diabetes of unknown dura- 
tion. There was no history of acidosis or coma. He 
had received no previous therapy for the diabetes. 
He also suffered from arteriosclerotic heart disease 
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In my experience, use of the oral 
hypoglycemic agents has been of great 
benefit and a source of comfort to elderly 
diabetic patients who, because of dimness of 
vision, feebleness, tremors of parkinsonism, 
paresis of cerebral vascular disease, and 
so forth, have difficulty in accurately 


measuring the daily dose of insulin 


with atrial fibrillation and congestive heart failure, 
and he was receiving digitoxin for control of the 
congestive cardiac failure. He was treated with a 
daily dose of 50 mg. of DBI for a period of 1 month, 
and as his response to this therapy resulted in im- 
proved carbohydrate assimilation, the drug was 
discontinued and the control of the diabetes was 
successfully maintained on dietary prescription. 


Case 10 e A 54-year-old woman of medium build, 
who weighed 120 pounds and was 60 inches tall, 
developed a symptomatic adult-type diabetes at 
age 49. She was prone to severe insulin reactions. 
She was being treated for essential hypertension 
with Reserpine. There was no past history of acido- 
sis or coma. For the past 4 years she had received 
18 units of Lente insulin in combination with a diet 
(which contained 150 grams of carbohydrate) but 
symptoms were inadequately controlled; an increase 
in insulin dosage, however, produced severe insulin 
reactions. For this reason, the insulin dosage was 
maintained at 18 units of Lente insulin and the 
patient was given 87.5 mg. of DBI per day to 
supplement it. This has resulted in considerable 
improvement in the diabetic control and complete 
freedom from insulin reactions. 


Case 11 ¢ A 21-year-old woman of medium body 
build, who weighed 113 pounds and was 63% inches 
tall, complained of symptomatic juvenile-type dia- 
betes for the past 4 years. She was prone to insulin 
reactions. There was no past history of acidosis or 
coma. She had been treated with 40 units of insulin 
daily for the past 4 years, but she did not carry out 
adequate diet therapy. Her diabetes was not well 
controlled. She had very severe insulin reactions; 
during one such episode, she jumped out of a win- 
dow with a drop of some 15 féet to the street. 

The patient was started on an adequate diet, 
which resulted in the reduction of Lente insulin 
from 40 to 22 units per day. The insulin was 
supplemented by 187.5 mg. of DBI daily. Subse- 
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quently, the insulin was further reduced to 12 units 
daily. This combined DBI and insulin therapy has 
maintained adequate control of the diabetes, and 
she has not experienced further attacks of insulin 
reactions. The result has led to a marked improve- 
ment in her sense of security and willingness to 
cooperate in her program of diabetic control. She 
has complained of side reactions of extreme fatiga- 
bility of the legs upon walking or dancing. On 
occasions she has evidenced acetonuria, without 
glycosuria, representing the starvation type of ace- 
tonuria, which was readily overcome by the admin- 
istration of additional carbohydrate. 


Case 12 e A 19-year-old girl of heavy build, who 
weighed 144% pounds and was 51 inches tall, had 
developed symptomatic juvenile-type diabetes at 
age 14. She was prone to insulin reactions. There 
was no previous history of acidosis or coma. She 
had been treated for 4 years on an average daily 
dose of 20 units of insulin and diet therapy. Because 
she was reaction-prone and was gaining weight, 
she received DBI early in the study in an effort to 
reduce her insulin requirements, avoid insulin reac- 
tions, and to realize some improvement in dietary 
control to effect weight reduction. At the end of 60 
days, she was receiving 100 mg. of DBI daily with- 
out any improvement in control of her diabetes, 
and she had lost 5 pounds in weight. The drug was 
discontinued at that itme. Subsequently, the insulin 
requirements increased from 20 to 30 units of Lente 
insulin, and she continued to experience insulin 
reactions. After having been discontinued for 4 
months, DBI was again tried; this resulted in a 
modest reduction of insulin dosage from 30 to 20 
units daily, better adherence to diet (10-pound 
weight loss), freedom from reactions, and an im- 
proved sense of well-being. The gastrointestinal in- 
tolerance which occurred at the outset of treatment 
had disappeared. The original dose had been in- 
creased to 100 mg. daily, and she is at present taking 
75 mg. daily. It is possible that the gastric symptoms 
were originally misinterpreted, although they were 
significantly improved after the drug was dis- 
continued. 


Case 13 e A 49-year-old woman of heavy build, 
who weighed 190 pounds and was 62 inches tall, 
developed symptomatic adult diabetes at age 35. 
There was no past history of acidosis or coma. 
There was a history of myocardial infarction with 
effort angina for which she was being treated with 
Peritrate. She had been receiving 42 units of NPH 
insulin and diet therapy for the past 13% years. 
Because of physical inactivity resulting from her 
cardiac disability, she had gained a considerable 
amount of weight. In an attempt to obviate the 
insulin reactions, DBI in doses of 125 mg. daily 
were given, and the NPH insulin was reduced to 
28 units daily. This resulted in a reduction of weight 
and freedom from insulin reactions. The diabetes is 
now well controlled, and she has continued on this 
dosage schedule for the past 6 months. 
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Case 14 ¢ A woman, aged 33, of asthenic body 
build, who weighed 125 pounds and was 68% inches 
tall, had developed symptomatic juvenile-type dia- 
betes at age 16. She was prone to insulin reactions 
and periodically manifested moderate amounts of 
acetonuria. She had been using NPH insulin from 
4 to 6 years, 45 units administered in the morning 
and 10 units at night. Since receiving a daily dose 
of 100 mg. of DBI, she has felt extremely well and 
is free of insulin reactions. Her diabetes is appar- 
ently under control, and the insulin dosage has 
been reduced to a single dose of 30 units daily 
concomitant with multivitamin therapy. There has 
been no gain in weight. 


Case 15 e A woman, aged 47, of medium body 
build, who weighed 134 pounds and was 65 inches 
tall, had developed a symptomatic juvenile diabetes 
at age 32. She was prone to insulin reactions. There 
was no past history of acidosis or coma. She was 
treated with a dietary prescription containing 125 
grams of carbohydrate, and she used 28 units of 
regular insulin and 14 units of PZI daily. The dia- 
betes was fairly well controlled on this therapy, and 
she maintained a constant body weight of 131 
pounds. However, she was subject to severe 
insulin reactions so that it was thought necessary to 
reduce her insulin dosage and to supplement it 
with DBI. There was freedom from insulin reac- 
tions, but there was a steady weight loss with 
increasing fatigability. The initial dosage of DBI 
was 75 mg. daily; the dosage of insulin was reduced 
to PZI, 12 units, and regular insulin, 16 units. She 
did not feel well on this dosage, and the DBI was 
thus increased to 100 mg. daily. This resulted in a 
weight gain of 4 pounds and enabled her to adhere 
to her diet with less difficulty. There has since been 
a continuous increase of energy and a feeling of 


well being. 


Case 16 ¢ A 76-year-old woman of medium body 
build, who weighed 160 pounds and was 67 inches 
tall, had developed adult symptomatic diabetes at 
age 73. There was no past history of acidosis or 
coma. In addition, she was suffering from an 
ischemic and neurotrophic ulcer above the left 
lateral malleolus. Before treatment with DBI she 
had been treated with diet alone. She received a 
daily dosage of 75 mg. of DBI in combination with 
small amounts of insulin to encourage healing of 
the neurotrophic ulcer. Healing was established, 
and an attempt was made to convert the patient to 
DBI. She received vitamin supplements and Diben- 
zyline . concomitantly with DBI. She developed 
severe nausea, and DBI was withdrawn with relief 
of symptoms. It is probable that the initial dosage 
was too high. 


Case 17 ¢ A 79-year-old woman of medium body 
build, who weighed 166 pounds and was 67 inches 
tall, developed symptomatic adult diabetes at age 
75. There was no past history of acidosis or coma. 
She had been using 16 units of Lente insulin daily 


for the past 4 years. Because of senility, failing 
eyesight, and consequent unreliable insulin admin- 
istration, she was given a daily dose of 37.5 mg. of 
DBI, which has resulted in excellent control of the 
diabetes. Her adherence to dietary prescription has 
improved, and she has reduced her weight. 


Case 18 e A 45-year-old woman of heavy body 
build, who weighed 246 pounds and was 71 inches 
tall, had developed symptomatic adult diabetes at 
age 43. There was no past history of acidosis or 
coma. She had been treated for 22 months with 14 
units of Lente insulin daily, and diet therapy was 
attempted. She had difficulty in adhering to the 
dietary program; for this reason, DBI was admin- 
istered in an effort to enable her to adhere more 
strictly to her dietary prescription. She received a 
daily dosage of 37.5 mg. of DBI. There has been a 
weight loss of only 2% pounds, but she feels well 
and the diabetes is now satisfactorily controlled. 


Case 19 e A 69-year-old man of medium body 
build, who weighed 208 pounds and was 72 inches 
tall, had developed symptomatic adult-type dia- 
betes at age 66. There was no past history of 
acidosis or coma. There was gangrene of the left 
great toe, with infection. The patient had been 
receiving 20 units of Lente insulin daily for 2 
months in addition to diet therapy. He was then 
treated with 75 mg. of DBI daily, antibiotics, 
Dibenzylene, vitamin supplements, and salicylates. 
The lesion of the left great toe had been healing 
well, but within 5 days after discontinuing insulin 
and during administration of DBI, there was a very 
definite breakdown of the involved tissue; this again 
improved considerably following reinstitution of 
insulin. He was maintained on insulin therapy for 
a total of 60 days until healing was complete. He 
was then given DBI therapy, and he remained on 
this therapy for 30 days without any evidence of 
untoward reaction to the affected area. Diabetic 
control was adequate. He was lost to follow-up 
in January 1960. 


Case 20 e A 44-year-old man of medium body 
build, who weighed 171 pounds and was 73 inches 
tall, had developed diabetes of the adult type at 
age 41. There was no past history of acidosis or 
coma. The patient had been taking 10 units of 
insulin daily for the past 30 months. Because of 
his irregular working hours, his family was anxious 
to avoid the use of exogenous insulin, because it 
was feared that meals might not be taken at the 
prescribed time; for this reason it was decided to 
treat him with DBI. 

He is receiving 25 mg. of DBI with each meal, 
and this has proved to be very satisfactory. Control 
at the present time is comparable to the control 
achieved by insulin and, in addition, the anxiety 
associated with his meals is now allayed. 


Case 21 e A woman, aged 75, of asthenic body 
build, who weighed 123 pounds and was 65 inches 
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tall, developed a symptomatic adult form of dia- 
betes. She also had arteriosclerotic heart disease 
with atrial fibrillation and chronic congestive heart 
failure. There was no past history of acidosis or 
coma. The patient had been receiving 2.5 grams of 
tolbutamide daily. She failed to respond to this 
medication, and was treated with 62.5 mg. of DBI 
daily, with which an excellent response has been 
maintained. 


Results 


1. Newly diagnosed cases and cases previously 
untreated by any other means than dietotherapy 
e This group consisted of 9 cases. By the standards 
set forth above, there was effective control in all 
cases. There was one failure (Case 1) after 7 months. 
There was 1 case (Case 5) of gastric intolerance, 
which was probably related to the dosage. There 
was | case (Case 6) in which diabetes was second- 
ary to pancreatic carcinoma, in which there was 
adequate control of all symptoms until extensive 
carcinomatous liver involvement occurred. There 
were 2 cases (Cases 7 and 10) in which DBI could 
be discontinued after caloric restriction had im- 
proved the patients’ insulogenic response. There 
were 3 patients (Cases 4, 6, and 8) in whom the 
body build was described as “heavy,” although 
there was only 1 (Case 4) who was truly obese and 
whose symptoms were sufficiently severe to justify 
institution of measures in addition to dietotherapy. 
DBI accomplished this in a most satisfactory man- 
ner. 

Three diabetics under age 11, including 2 whose 
disease was definitely of the growth-onset type 
(Cases 2 and 3), were adequately controlled by 
DBI from the onset of treatment. Control failed in 
one of these cases after 7 months; this patient's 
condition is much better since she has been on 
insulin than it was when she was on DBI. Attempts 
to define the reason for DBI failure in this instance 
are not clear. Infection was conclusively eliminated 
as a cause. There has been no evidence of a growth 
“spurt,” but environmental, emotional trauma may 
have been a factor. 


2. Brittle or labile diabetics « This group in- 
cluded 6 cases. All but one of these (Case 14) were 
reaction-prone. Adequate dietotherapy plus insulin 
had resulted in unsatisfactory control. If these 
patients were maintained on a dosage which re- 
sulted in freedom from reactions, glycosuria and 
hyperglycemia occurred to an undesirable degree. 
When the dosage of insulin was increased there 
was an increased incidence of severe reactions or a 
natural increase in food intake with resultant un- 
desirable weight gain. 

The patient in Case 14 was a stable, adult-type 
diabetic whose obesity had been materially con- 
tributed to by inactivity necessitated by coronary 
arterial disease. Improved control was necessary 
but it was deemed dangerous to increase insulin 
dosage. For this reason, insulin was supplemented 
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with DBI; this achieved good control and a slight 
decrease in body weight. In 4 cases the insulin 
dosage was reduced an average of 39.3 per cent, 
and in 2 cases the insulin dosage was not lowered. 
In all 6 cases, the degree of diabetic control was im- 
proved. Side effects consisted only of muscle fatigue 
and occasional starvation ketonuria (both in Case 
11). 


3. Cases in which complete replacement of in- 
sulin was attempted e This group included 5 cases. 
Indications for insulin replacement consisted of 
absolute refusal of self-administration of insulin 
(Cases 16 and 19) with complications demanding 
good diabetic control. In 1 case of obesity (a physi- 
cian) it was hoped that discontinuance of insulin 
and substitution of DBI would result in a decreased 
craving for food and a consequent weight reduc- 
tion. This was not realized. This patient would 
actually need no treatment other than caloric re- 
striction. There was one senile patient (Case 17) 
in whom inaccuracy of insulin dosage was becoming 
hazardous; and one mild adult-type diabetic with 
low insulin requirements, whose working hours 
were irregular and in whom insulin reactions con- 
stituted a constant threat. There was one instance 
of gastric intolerance (Case 16). The patient in 
Case 19 was lost to follow-up, but during the 3 
months of observation, control was as good on DBI 
as it was on insulin. 


4. Secondary tolbutamide failure e In this 1 
case, the patient had experienced a secondary tol- 
butamide failure after 18 months of therapy, and 
she has shown a satisfactory response to DBI. 


Discussion 


It is not within the scope of this presentation to 
discuss the controversial points regarding the site 
of action of phenethylbiguanide. It appears to have 
a consistent effect in lowering blood sugar and, not 
unlike the effect of exercise, it appears to enhance 
the utilization of glucose-6-phosphate via the 
Emden-Myerhoff pathway.! Attempts to invoke the 
Pasteur “effect” as a basis for the drug's ability to 
increase the utilization of glucose appear to have 
been refuted by recent investigations. Just what 
influence DBI has in oxidative phosphorylation is 
still unsettled. As in the case of insulin, DBI is 
capable of producing ketosis in the absence of 
sufficient carbohydrate intake or overloading with 
the drug. This could be explained by excessive 
glycogenolysis and glycolysis with “shutting down” 
of the hemosemonophosphate shunt and lack of 
sufficient TPNH for normal fatty-acid synthesis. 
The drug should not be used as a substitute for 
caloric and carbohydrate restriction or for exercise 
which is so important for good diabetic control. 
Neither should any hypoglycemic agent, including 
insulin, be substituted for eradication of infection, 
resolution of emotional stress, or patient coopera- 
tion. Holistic care of the diabetic patient is the 
framework necessary for the prevention of disas- 
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trous complications. Unless the physician who is 
charged with the care of these patients appreciates 
this fact and approaches all facets of the problem 
intelligently, the availability of the biguanides and 
sulfonylureas may be a catastrophe. The availability 
of these drugs is conducive to an omission which is, 
unfortunately, willingly accepted by the diabetic 
patient. 

As Duncan has so frequently stated and again 
recently reiterated,2 80 per cent of our diabetic 
population can be controlled by dietotherapy alone 
and should require neither insulin nor oral hypo- 
glycemic drugs. He points out that another 10 per 
cent, the juvenile diabetics and adults with juvenile- 
type diabetes, are unresponsive to sulfonylureas. 
The remaining 10 per cent are not obese and have 
an adult, stable type of diabetes responsive to 
sulfonylureas, but Duncan points out that there is 
a high percentage of secondary failures in this 
category to this group of drugs. 

While both insulin and phenethylbiguanide have 
blood sugar-lowering effects in common, their 
action is not identical, and phenethylbiguanide 
should not be used to replace insulin for any other 
reason than patient betterment. Patient betterment 
does not include mere convenience for the patient, 
nor does it include convenience for the physician 
when he substitutes any of the oral hypoglycemic 
agents, or insulin for that matter, for a well-rounded, 
intelligent approach to all the aspects of diabetic 
management. 

I believe that oral hypoglycemic agents have a 
real place in the initial management of the newly 
diagnosed, uncomplicated obese diabetic. Insulin 
appears to have no advantage over phenethylbi- 
guanide in these cases and, in fact, the latter may 
prove to be preferable. Insulin is lipogenic and 
appetite-stimulating and therefore productive of 
the well-known degenerative complications of dia- 
betes mellitus. The normoglycemic state produced 
by insulin and sulfonylureas in these patients does 
not necessarily represent a desirable, total meta- 
bolic situation. According to Sadow,? phenethyl- 
biguanide is neither lipogenic nor glycogenic. By 
way of anaerobic glycolysis, a maximal amount of 
pyruvate and lactate is produced; this situation is 
not particularly undesirable. Were this medication 
to be used as the sole exogenous hypoglycemic 
agent in this type of case, lipogenesis would result 
only from the production of endogenous insulin. 
This seems, to me at least, a more desirable meta- 
bolic achievement. 

In any event, the obese, adult-type diabetic is 
deserving of alleviation of symptoms until his car- 
bohydrate handling capacity is improved endoge- 
nously by caloric and carbohydrate restriction. As 
noted in several cases herein presented, drug 
therapy may be discontinued, as insulin has been 
discontinued so frequently in the past, when the 
carbohydrate handling capacity has improved. 
However, the physician who employs insulin or 
oral preparations in lieu of these other features of 
treatment is guilty of neglect. Duncan? has referred 


to this attitude as a “doctrine that partial treatment 
is good enough.” 

If one is certain that diabetic lability is not 
attributable to overfeeding and overinsulinization, 
phenethylbiguanide has a real place in supple- 
menting exogenous insulin in controlling these 
problem cases. Frequently, lability is due to too 
much carbohydrate in a dietary prescription, re- 
quiring doses of insulin that are productive of mild 
to severe insulin reactions. Case 11 is a good exam- 
ple of this point. Even though this patient’s insulin 
requirements were reduced nearly 50 per cent by 
carbohydrate restriction without undue weight loss, 
she still experienced insulin reactions which dis- 
appeared with further reduction in exogenous in- 
sulin and a supplement of unusually large doses of 
DBI, which were very well tolerated. 

The stable adult diabetic who does not require 
weight reduction and who requires daily insulin 
dosage below 40 units seems to fare very well on 
any of the oral hypoglycemic drugs. Sulfonylurea 
failures are fairly frequent but, as noted in one 
instance in this series, the diabetes can be brought 
under control by phenethylbiguanide. This would 
indicate that the action of the sulfonylureas and 
phenethylbioguanide is not similar. 

In my experience, use of the oral hypoglycemic 
agents has been of great benefit and a source of 
comfort to elderly diabetic patients, who, because 
of dimness of vision, feebleness, tremors of parkin- 
sonism, paresis of cerebral vascular disease, and 
so forth, have difficulty in accurately measuring the 
daily dose of insulin. 

Of particular interest are the three children in 
this series whose diabetes was controlled from on- 
set by phenethylbiguanide. There was apparent 
failure in one instance after 7 months. Altera- 
tions in the severity of the diabetic state, with in- 
creased exogenous insulin requirements and proba- 
ble failure of responsiveness to oral hypoglycemic 
agents, is known to occur in children during periods 
of rapid growth, infection, and social and emotional 
adjustments. I do not therefore feel that this failure 
is an indictment of the drug. The two other patients 
have been on therapy for too short a period to offer 
any definite opinion. A child who can be thus 
controlled is certainly much less subject to the 
psychologic trauma of being “a diabetic” than by 
other means. If the observations of Krall, White, 
and Bradley* regarding normal growth and devel- 
opment of these children are substantiated, the use 
of phenethylbiguanide in such cases would seem 
to be a real advance. Similar experiences with the 
sulfonylurea group have not been reported. 

Side reactions to phenethylbiguanide have con- 
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sisted only of gastric intolerance, and it is my 
opinion that the incidence is directly related to the 
initial dosage. Recent experience starting with small 
doses and gradually increasing the amount of drug 
indicates no untoward side effects. The incidence 
of side effects seems to be related more to the 
rapidity with which the dose is increased than to 
the ultimate final dose. 


Conclusions 


Twenty-one cases of diabetes mellitus have been 
presented. The cases were selected at random, 
and phenethylbiguanide (DBI) was employed as 
the blood sugar-lowering drug, either alone or as 
a supplement to exogenous insulin. In all instances, 
dietary prescriptions contained no more than 150 
grams of carbohydrate. No attempt has been made 
to investigate or elucidate the pharmacologic action 
of phenethylbiguanide. 

From the facts presented above, the following 
conclusions are permissible: 

1. Phenethylbiguanide has a consistent blood 
sugar-lowering effect. 

2. It has a broader application than any of the 
other oral hypoglycemic agents because it can be 
applied with uniformly good results in the lean, 
middle-aged, relatively stable diabetic patient. 
These patients seem to respond as well, at least 
initially, to the sulfonylureas, but “secondary fail- 
ures” with this group of drugs are common. We 
have seen no “secondary failures” with the use of 
phenethylbiguanide. 

3. This drug has unique value in bringing about 
a more nearly ideal degree of control in the brittle 
or labile diabetic patient; this infers, of course, that 
the drug is used in conjunction with exogenous 
insulin. 

4. It appears to have unique value in control 
of a fairly large percentage of cases of growth- 
onset diabetes mellitus. 

5. The agent is satisfactory for the treatment 
of the obese, adult-type diabetic, and it may be 
preferable to insulin. 

6. Undesirable side effects from the use of phen- 
ethylbiguanide are minimal with a proper initial 
regulation of dosage. 


1, Ungar, G., Psychoyos, S., and Hall, H. A.: Action of phen- 
ethylbiguanide, hypoglycemic agent, on tricarboxylic acid cycle. 
Metabolism 9:36-51, Jan. 1960. 

2. Duncan, G. G.: Perspectives in treatment of diabetes. Am. J. 
Med. Sc. 239:397-402, April 1960. 

3. Sadow, H. S.: Personal communication. 

4, Krall, L. P., White, P., and Bradley, R. F.: Clinical use of 
biguanides and their role in stabilizing juvenile-type diabetes. Dia- 
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J. L. McDOUGAL, D.O.,*° JOSEPH A. OWENS, 
D.O., WILLIAM VOSS, D.O., Mount Clemens, 
Michigan. 


In the past, treatment of patients showing clinical 
evidence of a cerebrovascular accident has been 
hindered by a lack of means for accurately deter- 
mining the cause and extent of brain damage. Phy- 
sicians have been able to determine that hemor- 
rhage into brain substance or a ventricle has oc- 
curred if examination of the spinal fluid reveals 
blood, but beyond this it has been necessary to 
assume many things. We have been taught to as- 
sume that hemorrhage has occurred if the onset of 
paralysis is sudden, particularly in a hypertensive 
patient, or if severe headache is present. Contrari- 
wise, we have assumed the presence of a thrombus 
if symptoms are slowly progressive or if they 
quickly regress. Comparison of current concepts 
with those of a century ago! reveals that there has 
been little progress in diagnosis of strokes, other 
than the use of the spinal tap, until very recent 
times. Diagnosis in transient attacks of cerebro- 
vascular disease, in particular, is still difficult.2 

With improved technics of modern neurosurgery 
and vascular surgery,? and the more recent advent 
of fibrinolytic agents, it becomes the duty of the 
general practitioner or the internist to arrive at as 
accurate as possible an evaluation of the pathologic 
changes in cerebrovascular accidents. In the past 
year at the Mount Clemens General Hospital, we 
feel that we have saved several patients from death 
or paralysis, through what we term our aggressive 
approach to the problem at hand. We present here 
a series of cases which strongly suggest the neces- 
sity of including early cerebral angiography in the 
established routine management of a patient who 
has suffered a stroke. These cases indicate that 
regardless of history and presenting symptoms, 
there are often extracranial elements in the patho- 
genesis. 


*Addréss, 309 N. Gratiot Ave. 
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Aggressive approach to 


the diagnosis of “strokes” 


Case 1 e The patient, a 59-year-old man, was ad- 
mitted to the hospital on December 29, 1959, with 
the chief complaint of weakness of the right arm 
and leg and difficulty in speaking. The symptoms 
had been slowly progressive for 2 days and were 
at first misinterpreted by the family, for it seems 
there had been many similar episodes during the 
years of the patient’s chronic alcoholism. In 
this instance, however, the patient had ab- 
stained from alcohol during the preceding 6 weeks. 
At the time of admission he was alert; the pupils 
of his eyes were small but equal in size and reacted 
normally to light. There was weakness of the left 
facial muscles and marked weakness of the right 
extremities. The fundi were normal and blood 
pressure was 146/82 mm. Hg. Spinal fluid findings 
were normal. Since this appeared to be a clear pic- 
ture of cerebral thrombosis, anticoagulant therapy 
was instituted. Because of personal and financial 
reasons, however, the patient was discharged 4 
days later, to continue anticoagulant therapy as 
an outpatient. 

The patient was readmitted on January 16, when 
it was reported that his marked improvement had 
continued until just the day before. The symptoms 
then returned and on the day of admission the 
patient was unable to get out of bed. He showed 
complete right hemiplegia, aphasia, and marked 
disorientation. Again the optic fundi were normal. 
The blood pressure was 138/84 mm. Hg. Lumbar 
puncture showed the fluid pressure to be normal; 
the protein level in the spinal fluid was 31 per cent 
and there was slight xanthochromia. It was thought 
that extension of the thrombosis had occurred, al- 
though hemorrhage due to anticoagulant therapy 
was not excluded. The symptoms progressed rapid- 
ly to coma, and carotid angiography was carried out 
on an emergency basis. This study revealed a sub- 
dural hematoma in the left parietal area (Fig. 1). 
Surgical evacuation of this lesion, a condition of 
apparently long standing, resulted in the patient's 
complete recovery. 

This is the story of a patient with apparently 
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Fig. |. Left carotid angiogram snowing a larye subdural hema- 
toma in the left parietal area. Note the compression of the 
smaller branches of the middle cerebral artery and their failure 
to fill out to the inner table of the calvarium, also the marked 
displacement of the left anterior cerebral artery to the right. 


conclusive evidence of cerebral thrombosis. Only 
the belated angiography and the rapid introduction 
of proper surgical management saved his life. 


Case 2 e The patient was a 61-year-old woman 
who was hospitalized on June 5, 1959, because of 
sudden left hemiparesis. Examination revealed 
weakness of left facial muscles and paralysis of 
both left extremities. The pupils and fundi were 
normal. Blood pressure was 120/60 mm. Hg and 
laboratory findings were normal except for slight 
hyperglycemia. Examination of the spinal fluid 
yielded normal findings. Although the onset of 
symptoms was sudden, in the absence of hyper- 
tension and headache, it was felt that the possibility 
of thrombosis was strong enough to justify anti- 
coagulant therapy. On this regimen and physio- 
therapy, marked clinical improvement occurred, 
with complete restoration of. function in the left 
arm and satisfactory return of function in the left 
leg. Anticoagulant therapy was continued and the 
patient enjoyed an active life for some months. 
On December 23, however, she suddenly experi- 
enced difficulty in speaking and in controlling her 
left arm. She was readmitted to the hospital, where 
anticoagulant therapy was continued. She gradu- 
ally became comatose, and the left pupil dilated. 
On the suspicion that hemorrhage had occurred, 
carotid angiography was performed to locate the 
site of the bleeding. The examination revealed, 
however, a marked shift in the anterior cerebral 
artery which was interpreted as being due to a 
large intracranial tumor (Fig. 2). By this time the 
patient was moribund, and death ensued. 

It is difficult to know to what extent surgical 
intervention might have benefitted this patient at 
the time of the onset of symptoms—it might have 
prolonged or saved her life. In any event, only 
cerebral arteriography prevented this death from 
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being attributed to a “stroke.” Certainly the elinical 
course was that of cerebrovascular aceident, and 
in such cases death is considered the usual out- 
come. 


Case 3 e A 62-year-old man was first hospitalized 
on December 6, 1957, because of recently dis- 
covered hyperglycemia. There was a family history 
of diabetes and polyphagia; polydipsia and weight 
loss were reported by the patient. Physical findings 
were not remarkable except for moderate obesity 
and mild hypertension. Hyperglycemia was con- 
trolled by diet and an oral hypoglycemic agent. 

The patient was next admitted to the hospital 
on May 6, 1959, because of frequent brief episodes 
of paralysis, carelessness in his appearance, and an 
apparent deficit in memory for recent events. Again 
the physical findings were not remarkable, and the 
laboratory findings including glucose levels were 
within normal range. Therapy consisted of intra- 
venous procaine, inhalation of carbon dioxide, and 
anticoagulant administration. The patient was dis- 
charged without improvement on May 17; the 
clinical impression was that of cerebral sclerosis. 

The patient was readmitted on May 24 because 
of marked somnolence and lethargy. Physical and 
laboratory findings failed to reveal a cause for the 
symptoms. During his hospitalization gross hema- 
turia occurred, and was believed: to be due to 
hypoprothrombinemia induced by anticoagulant 
agents. An intravenous urogram revealed that the 
kidneys were normal. Hematuria ceased and the 
patient was discharged in unchanged condition. 
Ritalin and Dexedrine were prescribed. His course 
was relentlessly downhill, however; by November 
30 his left hand was paralyzed and emotional la- 
bility was marked. 

On March 20, 1960, the patient was again hos- 
pitalized because of progressive mental deteriora- 


Fig. 2. Left carotid angiogram. The normally midline-lying left 


anterior cerebral artery is displaced to the right, indicating the 
presence of the space-occupying lesion. 
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Fig. 3. Close-up view of the angiogram showing complete oc- 
clusion of the right common carotid artery. Note retrograde 
filling of the right innominate, subclavian and vertebral arteries. 


tion and increased -paralysis and hypertonicity in 
the left arm. A positive grasp reflex on the left 
was now observed. At this time carotid angiog- 
raphy was performed, revealing complete occlu- 
sion of the right internal carotid artery (Fig. 3). 
Neurosurgical consultation was obtained and sur- 
gical correction was attempted, unsuccessfully. The 
patient is at present a helpless cripple, unable to 
speak, who breaks into tears when greeted by an- 
other person. One must wonder what the situation 
might have been had the correct diagnosis been 
made sooner. 


Case 4 ¢ A 61-year-old woman “yas admitted 
shortly after a brief -period of unconsciousness. 
When consciousness returned there was slurred 
speech, headache, weakness of the right arm, and 
amnesia for recent events. Physical. finditigs were 
essentially normal; the spinal fluid was normal ex- 
cept for elevated sugar, which was determined to 
be due to previously undetected diabetes. “ 

The sudden onset of rather pronounced symp- 
toms accompanied by severe headache, and. in the 
absence of any premonitory symptoms, certainly 
suggested cerebral hemorrhage and ‘previously 
would have called for little more than manage- 
ment of the hyperglycemia, physiotherapy, and 
later rehabilitation, if the patient lived. By this 
time, however, our “aggressive plan” had been es- 
tablished, and by cerebral angiography we were 
able to demonstrate almost complete occlusion of 
the left internal carotid artery (Fig. 4). Intra- 
venous fibrinolysin and anticoagulant therapy were 
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immediately instituted, resulting in complete re- 
covery with resolution of all symptoms. If the cor- 
rect diagnosis had not been made, the occlusion 
would probably have become complete, resulting 
in extension of symptoms which would have been 
thought to represent recurrent hemorrhage. Per- 
manent disability or death would probably have 
been the outcome. 


Case 5 e The patient, a 71-year-old woman, was 
hospitalized because of epistaxis and hyperten- 
sion. On the third hospital day extreme mental 
confusion was noted, which progressed within 1 
day to semicoma, right hemiplegia, and aphasia. 
The spinal fluid was normal. Here again the clini- 
cal picture suggested hemorrhage, because of hy- 
pertension, absence of earlier symptoms, and fairly 
rapid onset. Carotid angiography, however, demon- 
strated severe narrowing of the left internal carotid 
artery (Fig. 5), and treatment with fibrinolysin and 
anticoagulants was begun. Alertness returned, with 
complete recovery of function in the extremities. 
Some residual speech defect persisted. This case 
demonstrates the complications which may occur 
when hypertensive patients with stenotic vessels 
are given hypotensive therapy. 


Case 6 e A 68-year-old man was hospitalized on 
June 15, 1960, showing inability to talk, difficulty 
in swallowing, and dysfunction in the left foot. 
Onset of symptoms had occurred approximately 4 
months before. The patient was mentally alert and 
excellently groomed, but his speech was markedly 
impeded and he communicated by writing. Swal- 


Fig. 4. Angiogram showing marked segmental stenosis of the 
left common carotid artery just proximal to its bifurcation. 
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Fig. 5. An annular constriction of the left internal carotid artery 
is demonstrated on this angiogram. 


lowing produced some regurgitation in the nasal 
passages. Coordination was poor in the left arm; 
toe-drop was noted in the left foot. Blood pressure 
was 128/80 mm. Hg, and other physical findings 
were essentially normal. The spinal fluid was nor- 
mal except for slight elevation of protein (41 mg. 
per cent). X-ray films of the cervical spine revealed 
degenerative disk disease in the midcervical area, 
with considerable compression. Vertebral angiog- 
raphy demonstrated lack of filling of the posterior 
cerebral arteries at any time; also it was found 
impossible to inject the dye past the level of de- 
generative disk disease when the head was turned 
to the left (Fig. 6). The pneumoencephalogram 
was normal, 


Fig. 6. Right retrograde brachial angiograms. Good filling of 


Since it was believed that irreversible infarction 
had occurred by this time, therapy was limited to 
vasodilating agents and -physiotherapy. The pa- 
tient’s physical disabilities have continued. If he 
had been seen at the onset of symptoms, making 
possible early diagnosis and treatment with anti- 
coagulant agents and possibly splinting of the cer- 
vical area or decompression of the vertebral artery 
by cervical laminectomy, these irreversible changes 
might have been prevented. 


Discussion 


Although the preceding cases may seem to demon- 
strate the poor diagnostic ability of the authors, 
it is likely that under the circumstances other phy- 
sicians would have followed a similar course. Most 
experienced authors concede that in the absence of 
blood in the spinal fluid, the differential diagnosis 
of strokes is largely presumptive. Such‘ cases as 
these, however, offer significant evidence that brain 
tumor can masquerade as thrombosis arid that 
thrombosis may act like cerebral hemorrhage, with 
the “little-stroke syndrome” resulting from slow 
occlusion of a major ‘vessel. In addition, it is clear 
that subdural hematoma can occur with no history 
of injury, although in the first case above it is likely 
that injury did occur during some period of alco- 
holic anesthesia. The results of injury can also 
mimic cerebral thrombosis. 

It is also evident that a new, aggressive approach 
to diagnosis can save lives and limbs, minds and 
dollars, that would have been lost in previous years. 
A phase of practice that previously held much dis- 
couragement and disappointment for physician and 
patient alike is now a dynamic and hopeful area. 
Today we can see a patient who is aphasic, be- 
wildered, and paralyzed, enter our hospital, and we 
can begin a course of action that has a good chance 
of sending him home a well person within a rela- 
tively short time. 
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and center). With the head rotated to the right, there is occlu- 


sion of the vertebral artery at the level of C 4-5 (right). Note 


the vertebral artery is seen with the head in a straight antero- 
degenerative disc disease in the mid-cervical spine. 


posterior position and with the head rotated to the left (left 
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The dangers inherent in cerebral angiography 
have been well elucidated. Our experience has 
indicated, however, that given prudent and me- 
ticulous operators, there is more danger in the 
omission of such studies. Gurdjian® states that there 
are few contraindications to the use of angiography, 
altaough as in other diagnostic procedures there is 
a certain amount of risk. Gutensohn? has found 
that cerebral angiography is not only helpful but 
is often the only way a definitive diagnosis can be 
made. Whiteleather® considers cerebral angiog- 
raphy the most useful and reliable single pro- 
cedure in the diagnosis and evaluation of organic 
brain disease, and states that it may become an 
outpatient procedure also, when still safer contrast 
substances are available. He feels that the method 
is indicated in the following conditions: vascular 
diseases including congenital aneurysms, arterio- 
venous malformations, anomalous vessels, occlusive 
vascular disease, intracerebral hemorrhage, sub- 
dural and epidural hematomas, and venous throm- 
bosis; benign, inflammatory, and malignant tumors; 
and diseases affecting the entire brain, such as 
hydrocephalus and atrophy. In connection with the 
last group he reports that although the lesions are 
best seen in pneumograms, arteriograms are sug- 
gestive. 

We are in accord with Hardy’s opinion’ that the 
value of any angiogram is second only to careful 
physical evaluation as a means of diagnosing ar- 
terial disease. In our experience, however, palpa- 
tion of the carotids has frequently yielded mislead- 
ing information; it is almost impossible to palpate 
the neck of a patient with right-sided hemiplegia 
without feeling, or imagining that one feels, de- 
creased pulsation on the left. Our experience with 
ophthalmodynamometry has been equally unre- 
warding, largely because the patient with cerebral 
artery disease is usually unable to cooperate in the 
procedure. We have used pneumoencephalography 
mainly in cases where the angiograms are normal 
but tumor is still suspected, especially when elec- 
troencephalographic changes suggest a local lesion. 

Although our series of cases is small, the findings 
tend to corroborate those of Hardy,® who found in 
similar cases that the most common site of occlu- 
sion was the bifurcation of the carotids. He calls 
attention, however, to the sites of origin of the 
vertebral arteries as also being commonly involved 
by occlusion, and cites the reports of other investi- 
gators indicating a 40 per cent incidence of verte- 
bral artery occlusion among deaths from cerebro- 
vascular accident. In 200 cases of “stroke syndrome” 
studied by clinical, neurologic, and radiographic 
means, Tatelman? found a number of cases of 
partial occlusion of the carotids produced by ar- 
teriosclerotic plaques. The findings in our series 
tend in general to confirm the relatively high inci- 
dence of carotid occlusion on the left and the 
increased frequency in diabetic patients. 

It is our sincere belief that every patient showing 
signs of a cerebrovascular accident, who does not 
rapidly improve or who has grossly bloody spinal 
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fluid, should have the advantage of cerebral arteri- 
ography. In our cases, consultation with a conserva- 
tive and conscientious neurosurgeon has resulted 
in medical management in most cases, with satis- 
factory results in those cases diagnosed early. Long- 
standing occlusions must of course be surgically 
managed. The success of surgical correction is 
confirmed by DeBakey,!° who reports restoration 
of circulation in about 100 of 117 cases of occlusion 
of the internal carotid. Where treatment is long 
delayed, however, as in our Case 3, even surgical 
intervention cannot benefit the patient. This points 
up our contention that early and complete diag- 
nosis is essential in all cases of cerebrovascular ac- 
cident. 


Summary 


Physical findings alone are inadequate to diag- 
nose strokes, and conservative treatment may be 
unrewarding. Much morbidity and mortality re- 
sults from the failure to take advantage of proper 
diagnostic facilities and the modern medical and 
surgical treatments available. An aggressive ap- 
proach to the problem includes early angiographic 
studies to confirm or establish the diagnosis, fol- 
lowed by vigorous medical treatment or indicated 
surgical intervention. 

Apparent intracranial disease often is due to ex- 
tracranial vascular lesions. Cerebral angiography is 
necessary to establish the diagnosis. It is not a pro- 
cedure to be done in a haphazard way, but when 
used with care by competent and prudent physi- 
cians its benefits far outweigh any inherent dan- 
gers. Six cases are described which illustrate the 
benefit to the patient of early, definitive diagnosis 
and treatment of stroke, as contrasted with the 
results of the former practice, necessitated by lack 
of knowledge and diagnostic methods, of “assum- 
ing” the diagnosis and instituting supportive treat- 
ment only. The authors’ experience tends to confirm 
other investigators’ findings of a relatively high in- 
cidence of carotid occlusion on the left and an 
increased frequency of occlusive disease in diabetic 
patients. 
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HERMAN KOHN, D.O., F.A.C.O.S.,° Philadelphia, 
Pennsylvania 


The purpose of this paper is to explain my philoso- 
phy of the treatment of chronic pelvic inflammatory 
disease. This philosophy has evolved from close 
and critical observation of this entity over a period 
of more than 30 years. It embraces concepts ac- 
quired in practice and study, and insight obtained 
in the classroom and in the operating room. 

It is conceded at the outset that this subject is 
highly controversial, and that there are many 
divergent approaches to the problem. My own view 
may well change at some time in the future, since 
nothing in progress is static; philosophies, under- 
standings, and technics change as knowledge 
broadens. 

Chronic pelvic inflammatory disease is a condi- 
tion formally identified in the Standard Nomen- 
clature of Diseases and Operations' as “chronic 
diffuse inflammation of internal female genital or- 
gans.” In common usage, the shorter form is pre- 
ferred. As used here, the word “pelvis” designates 
the internal pelvic organs: the cervix, uterus, tubes, 
ovaries, bladder, pelvic ureters, rectum, and pelvic 
sigmoid. 


Description and diagnosis 


The term “chronic pelvic inflammatory disease” 
immediately suggests a familiar image: the patient 
with a long history of suffering from her female 
organs. Invariably, this patient manifests varying 
degrees of scarring and fibrosis secondary to the 
recovery of tissue from inflammatory or infectious 
insult. 

The pathway to the pelvis may be either exoge- 
nous, extrinsic, and ascending, or it may be endo- 
genous, intrinsic, and hematogenous. 
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Chronic pelvic inflammatory disease 


The exogenous, extrinsic, ascending type of pel- 
vic inflammatory disease usually starts as either a 
gonococcal, colon bacilliary, staphylococcal, or 
streptococcal infection. It may be of venereal, post- 
abortive, or postpartum origin. 

The endogenous, intrinsic, hematogenous type of 
pelvic inflammatory disease is more insidious, and 
the usual organisms to be distinguished are colon 
bacilli, streptococci, staphylococci, pneumococci, 
influenza bacilli, and tubercle bacilli. Patients with 
this condition have foci of infection in other areas 
and organs of the body, so that as infection in the 
original areas exacerbates, the secondary pelvic in- 
volvement also worsens. 

The most common complaint of such a patient 
is persistent or perhaps recurrent pelvic pain, 
varying from a mere ache to severe, incapacitating 
distress. This pelvic pain is ordinarily accompanied 
by sacral or lumbosacral pain as well. In addition, 
leukorrhea is usually present to a greater or lesser 
degree, with its characteristics dependent upon the 
extent of the pelvic congestion and on the asso- 
ciated organisms. For example, the discharge may 
be clear, watery, and irritating if it is from the 
uterus. If from a cervicitis or a cervical erosion, it 
may be thick and creamy, of a yellowish or green- 
ish color. In these cases the endocervix is always 
involved. 

The menstrual flow is usually polymenorrheic, 
either as menorrhagia, metrorrhagia, or both. Dys- 
menorrhea, invariably present as a symptom, varies 
in accordance with etiologic factors. Dyspareunia 
is likewise a common complaint. In its milder 
forms, it induces pelvic soreness for at least 12 or 
even 24 hours postcoitally. In its severest form, the 
pain of coitus reduces the patient to the status of 
a sexual cripple. 

Constipation may be present, although it is not 
diagnostic. If such constipation is severe, some 
partially obstructing adhesion or mass should be 
suspected and investigated. 

Exacerbation of symptoms also will follow any 
condition that may drain the patient's resistance, 
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such as physical exhaustion, severe illness, or the 
reactivation of an existing focus of infection. 

Bimanual examination of the patient may elicit 
no demonstrable disorder other than mild para- 
metrial tenderness. Specular examination may dis- 
close some small and not particularly remarkable 
degree of cervicitis or cervical erosion. At the 
other extreme, palpation may show a fixed pelvis, 
either with or without masses of different sizes, 
traceable to abscess or fibrotic tissue. 

It is important to remember that the severity of 
the pain and the attendant disability are not neces- 
sarily in proportion to the pathologic change found 
on examination of the patient. Rather it is the per- 
sistence and recurrence of symptoms, in conjunc- 
tion with disability, which constitute the significant 
factors in making a decision as to whether the pa- 
tient should be treated conservatively or surgically. 


Conservative treatment 


Conservative treatment of chronic pelvic inflam- 
matory disease is to be considered first. It has many 
aspects, which perhaps may best be presented in 
sequential order rather than from the standpoint 
of importance. 

Osteopathic manipulative therapy will help the 
patient with reversible pathologic change. Such 
therapy consists of mobilization of the lower dorsal, 
lumbar, and sacroiliac areas, preceded by relaxing 
technics of the deep spinal muscles. 

Woodall? advised transvaginal stretching of the 
parametrial tissues and uterine ligaments. I believe 
it was most effective for treating the so-called con- 
gested pelvis. 

During the two decades subsequent to 1920, 
long-wave diathermy was used with fair results. 

At about this same time, the Elliott machine, with 
circulating intravaginal hot water, was developed.® 
This device was formally named the “Treatment 
Regulator for Administering the Elliott Treatment.” 
Its thermostatic and hydraulic pressure controls 
permitted therapeutic modifications of the water 
temperature and pressure to the tolerance of the 
patient. 

This machine, which could conveniently raise the 
temperature of the pelvic structure, provided an 
exceptionally effective new mode of treatment. Its 
basic principle—the increase of pelvic blood flow 
velocity plus accelerated lymph drainage—has not 
been disproved. The morbidity of severe postabor- 
tive and postpartum states was materially short- 
ened in patients to whom it was applied, and this 
was well before the appearance of the sulfanila- 
mides in this country. It may still be recommended 
for resistant postabortive or postpartum parame- 
tritis, as well as for acute pelvic inflammations. The 
results obtained are often impressive. 

The Thermaflow machine was introduced about 
i940. In this device, hot air under regulated heat 
and pressure control was substituted for the hot 
water of the Elliott machine. However, this treat- 
ment failed to impress me as being as effective as 
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Elliott therapy, although this conclusion is admit- 
tedly personal. 

An acceptable treatment, the familiar 4-quart 
douche, has some merit under certain conditions. 
The douche may be given with the patient supine 
in the bathtub. The height of the reservoir should 
be adjusted to produce a slow flow into the vagina 
which, having been distended to tolerance, is then 
permitted to empty. The process is repeated at each 
single treatment until all 4 quarts are used. At the 
beginning the treatment is administered twice 
daily. As symptoms subside, the douche may be 
reduced to once daily, followed by increasingly 
longer time intervals as the program may require. 

This technic does produce a rise in the tempera- 
ture of the pelvic organs as well as hydraulic stim- 
ulation of pelvic drainage. While the 4-quart 
douche has the advantage of being more feasible 
for home administration, I do not regard it as ef- 
fective as the Elliott or Thermaflow technic. 

The Photo-Electric Dilator consists of an elon- 
gated showcase-type electric bulb which, covered 
by a rubber sheath, may be inserted into the vagina. 
The heat it delivers is controlled by either a 15- or 
25-watt bulb connected in sequence with the ther- 
apy bulb just described. This, of course, produces 
dry heat, and it is effective. 

Sulfa drugs were originally produced in Germany 
and first appeared in this country as Prontysil and 
Prontylin, the former being used intravenously and 
the latter orally. Some of the results obtained can 
only be described as dramatic. 

The first patient on whom sulfa drugs were used 
at the Philadelphia College of Osteopathy Hospital 
was a plus-35-year-old woman with active post- 
partum endocarditis. At the time, the patient had 
already lowered the temperature “spike,” but her 
temperature could not be normalized. After daily 
intravenous administration of this drug for approxi- 
mately 10 to 14 days—and after a severe drug rash 
—her temperature returned to normal and recovery 
followed. It was a most pleasing result, much bet- 
ter than had been anticipated. 

Thereafter, the domestic sulfa drugs such as sul- 
fanilamide, sulfadiazine, and sulfathiazole came 
into general use, leading to the currently used com- 
pounds. There can be no doubt that these drugs 
have saved many lives, in addition to decreasing 
both immediate and late morbidity to a striking 
degree. With them, gonorrheal infections and their 
sequelae were quickly controlled and eliminated. 

Later, penicillin gave even better results; with 
combined therapy, using penicillin and sulfa to- 
gether, the observed results were the best up to 
that time. With the addition of the various anti- 
biotics, the results obtained by this type of therapy 
have exceeded all expectations. Properly treated, 
the acutely infected pelvis is no longer left per- 
manently damaged. Many patients are completely 
cured and return to a normal life. 

In treating chronic pelvic inflammatory disease, 
the associated cervicitis or erosion should be treated 
by cautery, radioknife, or fulguration. This is also 
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true of endocervicitis, bearing in mind that endo- 
cervical conization or deep cauterization must be 
followed by weekly soundings until the canal heals 
in a state of patency. 

The use ot Jacobson’s solution was reported by 
Markowitz and Vick* in May 1950. The Jacobson 
preparation consists of a 4:1 solution ot benzyl 
cinnamic ester in olive oil. 

The reported program specified the administra- 
tion of 1 cc. of the substance daily, intramuscularly, 
5 days a week, totaling 10 to 12 injections. Of 55 
patients studied, good results were obtained in 66 
per cent, fair results in 21 per cent, and little or no 
improvement in the remaining 13 per cent. These 
authors* felt that the Jacobson solution therapy 
was superior to their conventional therapy, and 
that the patients receiving the Jacobson treatment 
showed less fixation and induration at the time of 
operation. 

Williams and Velkoff> reported the results of a 
castrating dose of x-irradiation given 32 women 
with severe pelvic inflammatory disease. All of 
these women were premenopausal. The reported 
results were impressive, although therapy was not 
effective in menorrheic patients. These patients 
were all poor surgical risks because of their general 
physical status. 

_ Wills, Jacobs, and Laudon® reported treatment 
of 10 patients with hydrocortisone and tetracycline. 
It is significant that in these patients the condition 
had resisted all other forms of therapy. The pre- 
scribed hydrocortisone was as follows: 60 mg. daily 
for 1 week; 40 mg. daily for 1 week; 20 mg. daily 
for 1 week; and 20 mg. every other day for 1 week. 
Tetracycline, in dosages of 1,000 mg. daily, was 
started with the hydrocortisone and continued for 
10 days beyond the hydrocortisone schedule. Their 
patients were also kept on a salt-free diet and ex- 


amined weekly for evidence of untoward effects, 


none of which appeared. 

The rationale of this treatment contemplates ab- 
sorption of the fibrous tissue by the hydrocortisone, 
thereby permitting the tetracycline to reach the 
walled-off pathologic area. They expressed a fa- 
vorable impression with the results in a situation 
where treatment otherwise would have been frankly 
surgical. 

Hesseltine? recommended immediate penicillin 
therapy, to be followed by antibiotics as indicated 
by bacterial sensitivity culture studies. He also ad- 
vised the addition of streptomycin in cases where 
the organisms are penicillin-resistant. 

I have found that a combination of hospitaliza- 
tion, daily intravenous sulfisoxazole, and pelvic heat 
is most effective. The hospitalization insures physi- 
cal and sexual rest. The sulfisoxazole dosage is 4 
grams in 1,000 cc. of 5 per cent glucose in distilled 
water. The heat is derived from the Photo-Electric 
Dilator, applied twice daily for a 20 to 30 minute 
period. This routine has produced highly gratifying 
results for all concerned. Those patients who have 
been helped have had their symptoms subside, 
permitting resumption of normal routines. Such pa- 
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tients are warned against allowing physical ex- 
haustion to develop, and also against neglect of 
any infection appearing elsewhere in the physical 
economy. 

For those patients who have not responded to 
the above therapy, surgical resolution is advised. 


Surgical treatment 


The whole question of surgical procedure can be 
considered from one standpoint only: What is best 
for the patient? The surgical technics to be con- 
sidered will be set forth in sequential order, as 
were methods for conservative treatment. 

For pelvic abscesses in the cul-de-sac which can 
be reached, colpotomy and drainage are clearly 
advisable in order to reduce absorption and toxicity 
from the abscess. As an immediate consequence, 
the associated pelvic inflammatory disease is af- 
forded an opportunity to subside. At some later 
date, the advisability of transabdominal surgical 
resolution of the problem should be evaluated. 

When the pelvic abscess cannot be reached by 
colpotomy, early abdominal drainage becomes a 
matter of prime importance in order to forestall a 
possible major rupture. Statistically, this catastro- 
phe produces the alarmingly high mortality rate of 
86 per cent.§ 

There are a number of criteria which, when ap- 
plied to a particular case, establish the condition 
as surgical. In such cases, conservative therapy has 
not rendered sufficient improvement to enable the 
patient to continue her normal function as a wife 
or as a mother. Her symptoms have persisted, en- 
gendering a gradually and constantly worsening 
state of sexual, physical, and emotional disability. 
Accordingly, she can no longer maintain her posi- 
tion within the family circle, and to such an extent 
she has become a liability. 

With these women, the common complaint is 
frequently couched in such terms as, “I spend most 
of my time in bed. I am in constant pain, and I 
can neither be a wife to my husband nor a good 
mother to my children.” For such women between 
the ages of 20 and 40, the situation is both tragic 
and serious—fraught with deplorable domestic, so- 
ciologic, and psychologic implications. 

Many surgeons, in an effort to prevent surgical 
castration, have performed conservative types of 
operations on these patients. Unfortunately, the 
original symptoms supposedly eliminated thereby 
return soon afterward, sometimes within as short 
a time as 3 months. It must therefore be concluded 
that such conservative operations do not reclaim 
these patients with any permanence; recurrent 
symptoms will necessitate further operations. In 
some instances, as many as four or five laparotomies 
have been performed in an effort to retain ovarian 
function. As a concomitant, in almost every in- 
stance in which procedures of this nature have 
been adopted, multiple postsurgical adhesions have 
developed, to the point where they simply nullify 


543 


° 
2 
= 
Ge 
: 
is 
ae. 
ieee 
= 


the beneficial effect sought from the fina] “clean- 
out” ultimately undertaken. 

By contrast, surgeons who adopt a forthright all- 
or-nothing philosophy in dealing with the definitely 
“surgical pelvis” are firm in the belief that only a 
complete pelvic “cleanout” can offer a substantial 
prospect for permanent reclamation. To this belief, 
I most heartily subscribe. Regardless of the age of 
the patient, if adequate conservative therapy has 
failed, then complete operation is indicated. 

It cannot be regarded as a digression to mention 
here the satisfaction to be derived from observing 
how these otherwise hopelessly burdened patients 
resume normal lives following total operative pro- 
cedure. Interest in the family and the husband and 
in normal activity can be restored to these patients, 
re-establishing them as self-confident contributors 
to the household. 

It is not at all unusual for such women to both 
look and feel 10 or 15 years younger; nor is it 
unusual for them during the course of periodic 
postoperative evaluations, to volunteer an assertion 
like, “I haven't felt this good in years.” Results of 
this kind compel the conclusion that here, indeed, 
is surgery properly applied. 

All pelvic organs, the tubes, ovaries, and uterus 
with the cervix, should be removed. Anything less 
with such patients is as illogical as removing a 
single tonsil or opening the gallbladder, removing 
the stones, and closing the bladder again. It must 
be clearly understood that in cases of this type, 
there is involvement of not merely some, but all 
the pelvic genital organs. 

The words of Cicero, “Reason is the mistress and 
queen of all things,” certainly apply to this situa- 
tion with fullest force. 

As to any subsequent symptoms following sur- 
gical castration, they can be readily controlled by 
substitution therapy. The oral route is satisfactory. 
Often, younger women in particular may require 
only a short course of such substitution therapy, 
and in some it is possible that none at all may be 
needed. It is thought that the adrenal cortex, thy- 
roid, and pituitary glands step into the breach so 
that there are seldom any complaints. 


However, it is of major importance that some 
considerable effort be made to dispel the many lay 
misapprehensions relative to pelvic “cleanout.” The 
time devoted to proper preliminary discussion with 
the patient, emphasizing the normality, in all im- 
portant aspects, of the life to be anticipated follow- 
ing operation, can contribute much to her accept- 
ance of a continued and improved role as a wife. 
Her husband as well should be given the fullest 
explanation, with particular regard to the sexual 
and conjugal aspects of their life to follow. He 
should be assured that his wife’s postoperative 
sexual response will be in no way impaired despite 
her inability to conceive. 

The elimination of the preoperative dyspareunia 
constitutes an important consideration for both, and 
should therefore be fully exploited during the dis- 
cussion. Of course, it must be made plain to all 
concerned that the recommended operation will 
not cure the “frigid” woman. 


Summary 


I have in the main presented my philosophy con- 
cerning the treatment of chronic pelvic inflamma- 
tory disease. I definitely subscribe to the all-or- 
nothing precept in surgical cases; however, the im- 
portance of adequate conservative therapy is also 
emphasized. 
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Septic abortion 


followed by septic shock 


D. E. McBRIDE, D.O.,* Columbus, Ohio 


Vascular collapse in association with septic abor- 
tion is a very serious complication of pregnancy. 
When the infecting organisms are of particular 
virulence or when they are introduced from with- 
out in gross numbers, as in criminal abortion, the 
sepsis may lead to bacteremia and vascular col- 
lapse. Once this stage is reached mortality may 
exceed 50 per cent even in this age of antibiotics. 

It is the purpose of this paper to present two 
cases of patients with vascular collapse associated 
with sepsis seen recently in the Department of 
Obstetrics and Gynecology at Doctors Hospital. 
The pathologic physiology and the physiologic 
basis for management will be discussed. 


Description of entity 


When vascular collapse without significant blood 
loss appears in a patient with septic abortion the 
diagnosis is usually established. The shock is pre- 
ceded by chills and high spiking temperatures. The 
usual signs and symptoms of shock are present: 
hypotension, diaphoresis, rapid thready pulse, pal- 
lor, and often subnormal temperatures. There are 
no pathognomonic signs or symptoms which will 
readily separate these patients from those who will 
respond to simple therapy. 

Certain findings should alert the obstetrician 
when there is obvious evidence of a septic process: 
(1) suspicion of criminal abortion, (2) hypoactive 
bowel sounds, especially in association with vomit- 
ing, and (3) a closed cervical os. 

The case histories which follow are typical of 
this general category of cases and will serve as a 
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basis for the discussion of the pathologic physiol- 
ogy and the physiologic basis of treatment in these 
cases. 


Case reports 


Case 1 e This 25-year-old white woman was first 
seen in the hospital when she was admitted directly 
from the emergency room. She had no attending 
physician and had had no prenatal care up to this 
time. Her last menstrual period had been 5 months 
previously. Her presenting complaint in the emer- 
gency room was fever, chills, and intermittent 
uterine cramping at 2- to 4-minute intervals. 

Her antenatal course had been rather stormy and 
even so she had not sought the services of a physi- 
cian. She had been under a great deal of emotional 
stress and had been separated from her husband. 
She intimated that she had tried to perform a 
criminal abortion on herself, but she would not 
state the means by which she had tried this. 
She had been unsuccessful. She also stated that she 
had had a thick, yellow leukorrhea throughout this 
pregnancy and at the third month of pregnancy 
had developed some edema of the extremities and 
had difficulty in walking. The present episode had 
begun approximately 2 days previously, at which 
time she began to have low abdominal cramping, 
some slight elevation of temperature, and some 
chills in the last 12 hours. She had had no vaginal 
bleeding. 

On physical examination, this 25-year-old white 
female appeared somewhat emaciated. Negative 
findings were obtained by palpation of the thyroid 
and breasts and auscultation of the heart and lung 
fields. Palpation of the abdomen revealed the uter- 
ine fundus to be two fingerbreadths above the 
umbilicus, and there was much pain to palpation 
over the uterus. Her admitting blood pressure was 
116/78. Temperature was 103.8 F, pulse rate was 
144, and respiration rate was 128. Pelvic examina- 
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tion revealed the cervix to be slightly effaced and 
% finger dilated. The membranes were intact. 

Laboratory tests showed the following results: 
hemoglobin, 9.7 grams; hematocrit, 32.5 per cent; 
leukocytes, 8,400, with a differential count of 65 
per cent segmented neutrophils, 5 per cent band 
cells, and 30 per cent lymphocytes. She was Rh- 
negative and of blood type B; the VDRL test was 
nonreactive. The urine analysis was negative except 
for a plus 2 proteinuria. 

A tentative diagnosis of septic abortion was 
made. An intravenous infusion was started, consist- 
ing of 1,000 cc. of 5 per cent glucose in saline with 
1,200,000 units of penicillin and 1 gram of strepto- 
mycin added. She was also given Nisentil, 40 mg. 
intramuscularly, for pain, and Ascriptin tablets, two 
every 3 hours, for fever. 

About 2 hours after her hospitalization she pre- 
cipitated a stillborn fetus of approximately 5 
months gestation in the labor bed. The fetus, mem- 
branes, and placenta were precipitated intact. 

The patient was given 10 units of Pitocin intra- 
muscularly. She was also started on a routine of 
Premarin, 1.25 mg., with testosterone for suppres- 
sion of lactation. Antibiotics and intravenous fuids 
were continued .as ordered in the first stage of 
labor. In addition she was started on Declomycin, 
one 250-mg. capsule four times daily. 

Her first postpartum day was uneventful. Her 
temperature at the end of 24 hours was 96 F and 
her pulse rate was 96. The blood pressure was 
108/72. She complained of some nausea and she 
vomited once. She was given Donnagel for this and 
did not complain further. 

At 6 a.m. on the morning of the second post- 
partum day she suddenly complained of vertigo 
and pain in the chest, and she became quite pale 
with moist skin. She was immediately put in Tren- 
delenburg position and 10 mg. of Vasoxyl was ad- 
ministered intramuscularly. A vein was opened by 
cutdown, and 5 per cent dextrose in water was 
started. Sixth-molar lactate with Neo-Synephrine, 
10 mg., was substituted for the 5 per cent dextrose, 
but the blood pressure remained at 70/40. Four cc. 
of Levophed were then added to the sixth-molar 
lactate solution. An electrocardiogram was ordered 
immediately. 

In co-management with the Department of Medi- 
cine the following was ordered: hematocrit reading; 
prothombin time, using the Lee-White clotting 
time; blood-urea nitrogen; blood sugar; fibrin in- 
dex; type and cross-match (and have 500 cc. of 
whole blood ready ); flame sodium; flame potassium; 
flame calcium; flame chlorides; and carbon dioxide 
combining power. 

During the course of the day the following medi- 
cations were given: 4 cc. of Levophed in 1,000 ce. 
of sixth-molar lactate, administered at a sufficient 
rate to maintain blood pressure between 90 and 
100 mm. Hg systolic; Demerol, 75 mg. intramus- 
cularly; Solu-Cortef, 50 mg. intramuscularly; Solu- 
Medrol, 40 mg. intravenously every 8 hours; cal- 
cium gluconate, 10 cc. intravenously, slowly; 
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Luminal, 1 grain intramuscularly; ascorbic acid, 1 
gram, and multivitamins, 1 ampule, in the intra- 
venous fluid; and corticotropin zinc, 40 units in- 
tramuscularly. 

A Foley catheter was instilled, and urinary intake 
and output were recorded. Blood pressure was re- 
corded every 15 minutes until stabilized; then every 
30 minutes for 4 hours; then every hour. 

The laboratory tests had results as follows: hemo- 
globin, 9.4 grams; hematocrit, 30 per cent; leuko- 
cytes, 35,950, with 47 per cent segmented neutro- 
phils, 20 per cent band cells, 23 per cent juvenile 
cells, 8 per cent lymphocytes, and 2 per cent mono- 
cytes. It was noted that there was toxic granulation 
in the cells on the differential count. Coagulation 
time by the Lee-White method was 8 minutes. The 
thrombocyte count was 48,000, and the fibrin index 
was normal. The prothombin time was 89 per cent 
of normal. The blood-urea nitrogen was 39 mg. per 
100 cc.; the blood sugar was 117.5 mg. per 100 cc.; 
calcium was 9.8 mEq.; chlorides, 82.0 mEq.; potas- 
sium, 4.3 mEq.; and sodium, 127 mEq. 

The patient was then digitalized as follows: 
Cedilanid, 0.4 mg., given intravenously, slowly; 
and Digoxin, 0.5 mg. intramuscularly every 8 hours 
for a total of three doses, and then 0.25 mg. by 
mouth daily if the apical rate was above 70. If the 
apical rate rose above 140 the resident was to be 
notified. - 

She received 500 cc. of compatible whole blood 
and sodium Luminal, 2 grains intramuscularly ev- 
ery 4 to 6 hours. 

On the morning of the second postpartum day 
laboratory tests had the following results: hema- 
tocrit, 34 per cent; leukocytes, 53,300, with 80 per 
cent segmented neutrophils, 9 per cent band cells, 
1 per cent juvenile cells, and 10 per cent lympho- 
cytes; and the thrombocyte count was 49,000. Cal- 
cium was 8.6 mEq.; potassium, 5.4 mEq.; sodium, 
127 mEq:; carbon dioxide combining power, 46.9 
volumes per cent; blood-urea nitrogen, 48.8 mg. per 
100 cc.; and blood sugar, 158.3 mg. per 100 cc. An 
absolute eosinophil count was done, and none were 
found. The blood culture showed no growth, so the 
antibiotic sensitivity test was not done. The urine 
culture was also negative. 

On this day she received 250 mg. of Tetrex intra- 
muscularly every 6 hours and 50 mg. of Vestril 
every 6 hours. 

A flat plate roentgenogram of the abdomen was 
taken, but it was not helpful. Later in the day she 
had Solu-Medrol, 40 mg. intravenously; and 4 mg. 
of Gantrisin and 1,200,000 units of penicillin were 
added to the intravenous solution. 

Despite all measures the patient made no appre- 
ciable response. She remained in shock, was semi- 
comatose, and developed marked pulmonary con- 
gestion. A uterine curettement was not performed 
because the patient was still in shock and in my 
opinion would not tolerate a surgical procedure. 

Toward the end of the second postpartum day 
she received aminophylline, 3% grains intravenous- 
ly; she was being given oxygen through 95 per cent 
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alcohol in water, and was getting continuous intra- 
venous solutions in the form of 5 per cent glucose 
and water with Levophed added. Throughout the 
day she was given hydrocortisone, 80 mg., and 40 
units of ACTH were added to the intravenous in- 
jections. She was also given one unit of serum 
albumin, and Chloromycetin was added to the in- 
travenous solutions. 

Despite intensive management this patient never 
regained consciousness, and she died on her second 
postpartum day. 

The autopsy findings on this patient were as fol- 
lows: (1) marked pulmonary edema and congestion, 
(2) bilateral bronchial pneumonia, (3) serous hepa- 
titis, (4) mild acute cholecystitis, (5) hematoma of 
liver, (6) acute splenitis, (7) erythroid hyperplasia of 
bone marrow, (8) acute bilateral hemorrhagic ne- 
crosis of the adrenals, (9) colloid adenoma, and (10) 
embolic glomerular nephritis with tubular necrosis. 


Case 2 e This patient was a 3l-year-old white 
woman, para 6-1-2-2. She was approximately 28 
weeks pregnant, and presented herself with the 
chief complaint of generalized low abdominal dis- 
comfort. 

In obtaining the history from this individual the 
fact came to light that she had previously visited 
two physicians for the purpose of securing an abor- 
tion. This had been refused. 

Her general history was essentially negative, and 
her only subjective complaint was low abdominal 
discomfort which was relieved by bed rest. 

Her past obstetric history included the following 
facts: she had two living children, and she had had 
two spontaneous abortions at 8 or 10 weeks gesta- 
tion, and one stillbirth at 36 weeks gestation. The 
cause of the stillbirth was not known. Her present 
pregnancy had been uneventful thus far. 

General physical examination revealed an ema- 
ciated individual who appeared to be her given 
age of 31. Her normal weight was 116 pounds, and 
her present weight was 127 pounds. Negative re- 
sults were noted from examination of the thyroid 
and breasts, and auscultation and percussion of the 
heart and lung fields. The blood pressure was 
116/74. 

Abdominal palpation revealed the fundus to be 
midway between the umbilicus and xiphoid proc- 
ess. The fetal heart tones were heard in the lower 
right quadrant and were regular and strong. 

Pelvic evaluation revealed the cervix to have a 
moderately severe erosion. A Papanicolaou smear 
was obtained which subsequently proved to be 
negative. She did not have leukorrhea. 

This patient was given a routine prenatal instruc- 
tion booklet and was advised to get a maternity 
corset. She was begun on routine prenatal vitamin 
and mineral supplements and instructed in her diet. 
She was sent to the laboratory for routine labora- 
tory procedures and was instructed to return to the 
office in 2 weeks for a regular prenatal examination. 

The laboratory work showed a hematocrit read- 
ing of 41 per cent; hemoglobin of 11.9 grams; leu- 
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kocyte count of 10,300 with a normal differential 
spread; and a nonreactive Kahn test. Her blood was 
type A, Rh negative. 

At her next office visit, which was 2 weeks later, 
her weight was 129 pounds. The blood pressure 
was 118/32, and the urine analysis was negative. 

Fetal heart tones were again heard in the lower 
right quadrant and were regular and strong. Be- 
cause the laboratory report had shown that she was 
Rh negative, she was sent back to the laboratory for 
an Rh titre; this subsequently was returned as 
negative. 

This patient was next seen when she entered the 
hospital 2 weeks later, at approximately the thirty- 
second week of gestation. She had called the office 
stating that she thought she was in labor; so she 
was admitted to the hospital with a diagnosis of 
premature labor. 

The admitting orders were as follows: routine 
laboratory tests; routine perineal preparation; no 
narcotics; Lutrexin tablets, four immediately, three 
tablets 1 hour later, and then two tablets hourly 
until contractions cease; Donnatal tablets, one four 
times daily; test for fibrin index; absolute bed rest; 
liquid diet; check and record blood pressure and 
fetal heart tones ‘every half hour; and report rup- 
ture of membranes or bloody show to the resident. 

Laboratory results showed hemoglobin to be 11.3 
grams; hematocrit, 36.5 per cent; leukocytes, 14,250 
with a normal spread; fibrin index, normal; blood, 
Rh negative, type A; and Kahn test nonreactive. 

The patient was maintained on this schedule for 
24 hours. At the end of 24 hours the Donnatal was 
discontinued and the patient was allowed to walk. 
Lutrexin was given in doses of two tablets four 
times daily. At the end of 48 hours the patient felt 
fine, was having no uterine contractions, and was 
told that she would be dismissed from the hospital 
on the following morning. 

During the evening of her second hospital day 
she suddenly developed uterine contractions, and 
pelvic examination disclosed the cervix to be ef- 
facing and dilating. Approximately 2 hours after 
her contractions began the cervix was completely 
effaced and dilated and the infant’s head was at 
zero station. She had no premedication. 

The patient was taken to the delivery room. She 
was given nitrous oxide and oxygen anesthesia and, 
after the usual sterile preparation, draping, and 
catheterization, she had a spontaneous delivery of 
a premature infant from the left occipitoanterior 
position. There was no necessity for an episiotomy 
even though this infant was premature. The peri- 
neum was quite lax and offered very little resist- 
ance to the fetal head. 

The infant’s mouth, nasopharnyx, and pharnyx 
were aspirated, the cord was clamped, and the in- 
fant was transferred to the infant table and further 
aspirated and then sent to the nursery. A Coombs’ 
test was obtained from cord blood. The placenta 
delivered spontaneously by the Schultz mechanism, 
and intrauterine manual curettement was negative. 
There was no repair, and total blood loss was ap- 
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proximately 100 cc. Intrauterine swabs were made 
for culture. 

As the nurses were clearing the room in which 
the patient had been before delivery, they found 
nearly all her oral medication under the mattress 
of her bed, indicating that she had not taken the 
medication which had been prescribed to prevent 
premature labor. It was further suspected that she 
had been given medication by a friend who was 
visiting her in the hospital because she started into 
active and violent labor immediately after the visi- 
tor left. It was ascertained later that the visitor 
was a nurse from another hospital. 

The patient was returned to the postpartum floor 
and the following orders were written: Declomycin, 
150 mg. capsules, one every 6 hours; Methergine 
tablets, one three times daily for two days; Pre- 
marin tablets, 1.25 mg. with testosterone, four tab- 
lets the first day, three the second day, and then 
one twice daily thereafter; Empirin compound #3, 
two tablets as needed for pain; early ambulation; 
begin exercises on the third day; check and record 
blood pressure every 15 minutes until stabilized; 
Bicillin, 600,000 units intramuscularly immediately. 

Her first 12 hours postpartum were uneventful. 
Twelve hours after delivery her pulse was 82, 
temperature, 99.2 F, and blood pressure, 122/78; 
she apparently was making a normal postpartum 
recovery. 

On the day of delivery she complained of rest- 
lessness, headache, and nausea. She vomited a 
moderate amount of clear fluid with shreds of red- 
dish material in it. Blood pressure at that time was 
126/86, pulse was 90, respirations were 24, and her 
lochia was normal. Temperature was 98.6 F. The 
Empirin compound was discontinued as it was 
thought that perhaps she was having some reaction 
to the codeine. The antibiotics were continued, as 
well as the Methergine. The patient had been am- 
bulating and, aside from the nausea and slight 
headache, she reported that she felt fairly well. 
She was given Seconal, 1% grains, at bedtime. 

At 5 a.m. on her first postpartum day she sud- 
denly complained of dyspnea and became very 
cyanotic. Oxygen by nasal catheter was started 
immediately. It was impossible to get a blood 


When vascular collapse without 
significant blood loss occurs in a 


patient with septic abortion, the diagnosis 


of septic shock is usually established 


pressure recording. It was noted that she had de- 
veloped jaundice during the night; this was very 
evident in both her eyes and her skin. The patient 
remained quite alert throughout the next few 
hours. 

A cutdown in the right ankle was done, and an 
intravenous infusion started with 1,000 cc. of 5 per 
cent dextrose in water with 4 cc. of Levophed 
added; 1 multivitamin ampule and 1 gram of 
ascorbic acid were also added. Approximately 1 
hour later the blood pressure stabilized at 82/56. 
She had remained conscious and alert throughout 
the entire proceedings thus far. 

Because of my previous experience with bactere- 
mic shock the patient was questioned very closely 
as to whether or not she had attempted a criminal 
abortion. This she denied vehemently. Although 
she denied the possibility of septic abortion it was 
assumed that we were dealing with a case of septic 
shock. A medical consultation was called, and the 
patient was again questioned closely as to the pos- 
sibility of criminal abortion which she again de- 
nied. When questioned about 2 hours later, she 
finally admitted that she had 4 days previously in- 
serted a 4-inch sliver of slippery elm bark into her 
cervical canal to produce premature labor. 

In co-management with the Department of Medi- 
cine the patient was given the following medi- 
cation: aqueous penicillin, 1,000,000 units in- 
travenously; Solu-Medrol, 20 mg. intravenously; 
Depo-Medrol, 40 mg. intramuscularly; Demerol, 50 
mg., with Phenergan, 25 mg., intramuscularly every 
4 hours for pain; 500 cc. of %-molar lactate intra- 
venously with one ampule of Levophed added (this 
was allowed to drip at whatever rate was necessary 
to maintain the blood pressure at a satisfactory 
level). An indwelling catheter was instilled. Oxygen 
per nasal cannula was continuous. Three grains of 
aminophylline were given every 8 hours. 

The laboratory results at this time were as fol- 
lows: leukocytes, 5,050, with 66 per cent segmented 
neutrophils, 5 per cent band cells, 27 per cent 
lymphocytes, and 2 per cent monocytes; prothom- 
bin time, 19 seconds, which was 59 per cent of nor- 
mal; thrombocytes, 100,000; nonprotein nitrogen, 
67.0 mg. per 100 cc.; carbon dioxide combining 
power, 30.0 volumes per cent; flame potassium, 5.1 
mEq.; flame sodium, 125 mEq.; flame calcium, 8.0 
mEq.; serum bilirubin, 0.5 mg. per 100 cc.; thymol 
turbidity, 3.1 mg. per 100 cc.; and blood sugar, 
160.0 mg. per 100 cc. A specimen was obtained for 
blood culture for growth and antibiotic sensitivity. 
Portable roentgenograms of the chest and abdomen 
showed nothing significant at this time. The urine 
analysis was negative with the exception of a plus 
2 albuminuria. 

Despite medication the patient became progres- 
sively worse. It was very evident that her jaundice 
was increasing hourly, and she began to have small 
petechial hemorrhages in generalized areas over 
her body. She complained of chest pain, and her 
respirations were labored; however, she remained 
conscious and alert. There was no urinary output 
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after her first postpartum day. Blood pressure was 
82/58. 

In addition to the previously mentioned medica- 
tion she was given 25 mg. of Mephyton and 10 mg. 
of Vasoxyl intravenously; and 500 mg. of Achro- 
mycin were added to the intravenous solution 
which contained the Levophed. 

At the beginning of her second postpartum day 
her temperature had elevated to 103.4 F, pulse was 
120, respirations were 32, and the patient had be- 
come somewhat irrational. Her temperature con- 
tinued to rise and reached 104.2 F; pulse was 120, 
and respirations were 32. The blood pressure was 
100/76. The intravenous infusions appeared to be 
running well; however, there was no drainage from 
the Foley catheter and we assumed that there had 
been complete renal shutdown. 

Early in the day the leukocyte count was 45,000 
with 78 per cent segmented neutrophils, 16 per cent 
band cells, 1 per cent juvenile cells, 4 per cent 
lymphocytes, and 2 per cent monocytes. The he- 
matocrit reading was 38.5 per cent. Urine analysis 
could not be done. A leukocyte count done in mid- 
afternoon revealed 55,600 cells with 80 per cent 
segmented neutrophils, 6 per cent band cells, 11 
per cent lymphocytes, and 3 per cent monocytes. 
Toward the end of the second postpartum day the 
hemoglobin showed 17.8 grams, hematocrit reading 
was 51 per cent, and leukocytes, 86,000, with 82 
per cent segmented neutrophils, 6 per cent band 
cells, 2 per cent juvenile cells, 8 per cent lympho- 
cytes, and 2 per cent monocytes. 

She was given during the second postpartum day 
3 ampules of Coramine, atropine, and adrenalin in 
addition to her first-day medication. Despite all 
measures she rapidly deteriorated. Her vital signs 
were very unstable. The patient was irrational, and 
her pulse became irregular. She had a convulsion 
which lasted 55 seconds; and she became very cya- 
notic and died at 2:15 a.m. on the third post- 
partum day. 

Blood cultures were returned one week later and 
were reported as no growth. Culture of the vagina 
showed a slight growth of yeast. Culture of the 
endometrial cavity showed Klebsiella, Escherichia, 
and coagulase-negative Staphylococcus. 

Autopsy results were as follows: (1) acute toxic 
myocarditis, (2) pulmonary edema, (3) hemolytic 
anemia, (4) multiple adrenal cortical infarcts, (5) 
massive adrenal parenchymal necrosis and hemor- 
rhage (stage of exhaustion), (6) adrenal cortical hy- 
perplasia, (7) bilateral cortical necrosis of kidneys, 
and (8) jaundice. 


Pathologic physiology 


In vascular collapse following septic abortion the 
following sequence of events has been postulated: 
the bacteria enter at the time of trauma to the 
pregnancy; they produce a toxin which has pro- 
found hemodynamic effects and causes the hypo- 
tension and shock; once fetal death has occurred 
bacteria are not readily reached by antibiotics. 
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It has long been recognized that physiologic dis- 
turbances manifested by peripheral vascular col- 
lapse, hypotension, and shock may be produced by 
invasion of the blood stream by certain bacteria or 
their products. This entity has been termed “bac- 
terial shock.” 

Studdiford and Douglas,’ in discussing placental 
bacteremia in relation to septic shock and septic 
abortion, noted that the organisms cultured were 
of the coli-aerogenes group. Many of these gram- 
negative bacteria contain a powerful endotoxin 
which has been shown to produce, experimentally, 
a profound vasomotor disturbance ending in shock. 
The most commonly reported gram-negative bac- 
teria are Escherichia coli, Pseudomonas aeruginosa, 
and Proteus vulgaris. 

Recently septic shock has been described follow- 
ing a gram-positive invasion, in which the organism 
was Staphylococcus aureus or anaerobic streptococ- 
cus. The mechanism of shock in these instances has 
been attributed to bacterial hypersensitivity rather 
than to an endotoxin. 

Vascular collapse causes functional and organic 
changes in various systems. Generalized vasocon- 
striction occurs rapidly in all types of shock and re- 
distributes a large volume of blood to those struc- 
tures whose function is vital for immediate survival. 
The beneficial influence of the initial vasoconstric- 
tion prevents development of a hemodynamic crisis. 
Evidence is accumulating that prolonged vasocon- 
striction in the less essential organs leads to produc- 
tion of lethal factors. 

Weil and associates did much to elucidate the 
mechanism of shock due to bacterial endotoxin.” 
These authors produced experimental evidence that 
a decreased venous return to the heart due to pool- 
ing of blood in the splanchnic bed may be responsi- 
ble for shock occurring when bacterial endotoxin 
enters the circulation. They observed a drop in 
systemic blood pressure after injections of toxin, 
and noted that the percentage by which the blood 
pressure decreased was the same as the percentage 
of decrease in cardiac output. By calculation they 
found that there was no decrease in peripheral re- 
sistance, and by use of a pump which maintained 
the venous return at a normal rate, they were un- 


Management of septic shock is 
threefold, being directed first at the 
shock, then at the infection, and finally 
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able to produce hypotension with endotoxin. They 
concluded that the decreased cardiac output result- 
ed from a decreased venous return to the heart. 

Upon measuring peripheral venous pressure and 
the pressure in the vena cava and portal vein it was 
found that the pressure had dropped slightly in the 
vena cava and the peripheral veins; whereas pres- 
sure in the portal vein increased markedly. They 
further concluded that under the influence of bac- 
terial endotoxin the liver provided an obstruction 
to the return of blood from the splanchnic system. 
The mechanism of obstruction was considered to be 
a constriction of vessels of the liver. 

Later investigators have demonstrated that or- 
ganic occlusion of the central veins by thrombi 
which are observed after endotoxin enters the blood 
stream must be an equally potent force in obstruct- 
ing the return of blood to the heart. 

Bacterial endotoxins have a profound effect on 
the blood coagulation system. Fibrinogen levels are 
markedly affected and in experimental animals may 
be doubled in 24 hours following small doses of 
endotoxin. Leukocyte levels fluctuate also. There 
is an initial drop at the first exposure to endotoxin 
and a subsequent rise to high levels. Platelets simi- 
larly decrease and do not return to normal for sev- 
eral days. All of these changes taken together 
constitute hematologic evidence of disseminated 
intravascular coagulation. 

There is evidence of disseminated intravascular 
coagulation in the small vessels of many organs. 
Involvement of the glomerular capillaries by these 
tiny fibrin thrombi leads to bilateral renal cortical 
necrosis. The adrenals may be similarly involved 
with almost total destruction. The thrombotic proc- 
ess may lead to infarcts in the pituitary, liver, gas- 
trointestinal mucosa, and pancreas. Microscopic 
pulmonary thrombi may also contribute to the 
hypotension by occluding pulmonary vessels, caus- 
ing a decreased return of blood to the left side of 
the heart with a consequent lessened cardiac out- 
put. 

Vascular collapse due to bacterial endotoxin re- 
sults also in damage to the reticuloendothelial sys- 
tem. Humoral factors originating in the kidney and 
liver have been implicated by Shorr and coworkers.’ 
It has been demonstrated that the endotoxin of 
Escherichia coli is carried in the plasma and is con- 
centrated in the reticuloendothelial system. 


Physiologic basis for treatment 


In view of the pathologic physiology, the physio- 
logic basis for treatment becomes more clear. 
Vasopressor drugs which most effectively in- 
crease venous return to the heart, have a dilating 
action on the hepatic veins, and increase renal blood 
flow will be most effective. It has been demon- 
strated that metaraminol and norepinephrine have 
a physiologic action on the heart, kidneys, and liver 
in a patient with bacterial shock. However, their 
effectiveness may be decreased by acidosis. 
Sympathetic nervous system blocking agents have 


550 


been used in the treatment of experimental shock, 
and the results are conflicting. Thus far the efficacy 
of sympathetic nervous system blocking agents in 
humans in the treatment of shock has not been 
proved. 

Adrenocorticotropic hormone and adrenal ster- 
oids are being used increasingly in infectious 
diseases. Experimentally they appear to be of value 
in endotoxic shock. A recent study in humans with 
circulatory collapse did not demonstrate adrenal 
secretory failure; however, these experiments sug- 
gested that hydrocortisone has a protective effect 
against lethal and tissue damaging effects of endo- 
toxin. 


Management 


Vascular collapse due to septicemia constitutes a 
major medical emergency. These unfortunate pa- 
tients must be given prompt and effective therapy 
if they are to survive long enough to allow an at- 
tempt at treatment of the infection. Management is 
threefold, being directed first at the shock, then at 
infection, and finally at renal failure, if this occurs. 

Vasomotor collapse is the most ominous feature 
of this syndrome. The blood pressure must be sup- 
ported by an immediate intravenous vasopressor 
agent during the delay in institution of definitive 
therapy. All therapy must be given intravenously 
because of the uncertainty of absorption from other 
routes in vascular collapse. Venous cutdowns should 
be done to enhance administration. 

The vasopressor of choice may be metaraminol 
(Aramine) or levarterenol bitartrate (Levophed). In 
the cases under discussion Levophed was used in a 
concentration of 4 cc. to 1,000 cc. of 5 per cent glu- 
cose, and allowed to drip at a rate which main- 
tained the blood pressure at nearly normotensive 
levels. 

Blood replacement is mandatory, but it should 
not exceed the estimated loss. After the blood vol- 
ume has been volumetrically corrected intravenous 
fluids should be limited, but what is given should 
contain a potent vasopressor. 

The patient should receive continuous oxygen by 
nasal catheter and should have an indwelling uri- 
nary catheter for measuring urinary output. The 
urinary output should be maintained if possible 
above 40 cc. per hour (900 cc. per day). The appear- 
ance of proteinuria should alert the physician to 
possible renal damage. 

There are two additional sources of fluid loss in 
these cases: sweating and vomiting. In combination 
with septicemia this may lead to metabolic acidosis. 
Even if urinary output is adequate electrolyte solu- 
tions, such as physiologic saline with added potas- 
sium or Ringer’s solution, should be given to pre- 
vent the development of acidosis. If acidosis does 
develop, intravenous sodium lactate with potassium 
or Ringer’s solution should be administered. 

It is obvious that in addition to replacing electro- 
lyte loss it is necessary to replace water loss. A com- 
mon mistake is overhydration of these patients, and 


total intravenous fluid intake must be carefully 
controlled. 

The use of hydrocortisone is also advocated, as 
septic shock may be due in part to a relative degree 
of adrenocortical failure. This may be the result of 
hemorrhagic necrosis of the adrenals plus the 
chronic stress of pregnancy, with resultant inability 
to respond to the additional stressful insult. Hydro- 
cortisone, 100 mg. twice daily in the intravenous 
infusion, should be given. When the blood pressure 
stabilizes, the daily dose of hydrocortisone should 
be gradually decreased. 

Laboratory work should include serial hematocrit 
readings for hemoconcentration, study of blood 
electrolytes, cervical smear with gram staining, 
blood culture (although this is merely for confirma- 
tion), urinalysis, and leukocyte count. 

Having established some sort of circulatory sta- 
bility, one now considers the bacteriologic problem. 
Time is of the essence in these cases, but cervical 
or uterine smears with gram staining may be of 
some value. It is important to take cervical smears 
and cultures on admission in all cases of suspected 
septic abortion. Antibiotic therapy should be insti- 
tuted immediately; one should not await the results 
of cultures or antibiotic sensitivity tests. 

Present studies indicate that streptomycin and 
chloramphenicol constitute the best antibiotic ther- 
apy. Streptomycin is given intramuscularly, 2 to 4 
grams daily in divided doses. Chloramphenicol 
(Chloromycetin) is added to the intravenous infu- 
sion at the rate of 2 grams per liter. In addition 
1,200,000 units of penicillin (Bicillin) are given daily. 

It is important that the uterus be emptied as soon 
as possible with as little trauma as possible, after 
all emergency supportive measures have been car- 
ried out. Tenney, Little, and Wamsteker* have 
pointed out the value of a more aggressive ap- 
proach in the management of septic abortion and 
advocate early curettement. 

If the patient is postabortive, uterine curettement 
should be carried out within 12 hours. One should 
be very cautious about performing curettage on a 
uterus of over 12 weeks gestation. If curettement is 
contraindicated by uterine size or a closed cervix, 
an intravenous infusion of Pitocin in relatively high 
concentrations will usually effect cervical dilatation. 

Haugen and Roden® advocate digital curettement 
in preference to instrumental curettement. 

Knapp, Platt, and Douglas*® advocate panhyster- 
ectomy when the consistency of the uterus is soft 
and boggy, indicating gross infection. especially if 
parametritis or peritonitis is present. The operation 
should be performed before acute renal failure 
develops, and it may be lifesaving. 

Renal failure manifested by anuria or oliguria is 
a later problem, but of prime importance. Patients 
who survive the initial insult may present a serious 
problem of electrolyte control, especially when pro- 
longed continuous use of an intravenous vasopressor 
has been necessary. Their outlook will depend in 
part upon the extent and character of the renal 
lesion. Electrolytes should be given intravenously 
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as their need is indicated by the laboratory findings. 
Total fluid intake must be rigidly controlled in 
renal failure. 


Discussion 


Case 1 was the first case of vascular collapse due 
to sepsis recorded in our Department, and it serves 
to illustrate several important points. This patient 
had a history of criminal interference with preg- 
nancy and was undergoing a septic process when 
she entered the hospital. She had a relatively quiet 
24 hours following her abortion, but suddenly de- 
veloped signs of vascular collapse. 

One of the common errors in managing these 
patients is overhydration, and this happened with 
this particular patient. She had a total of 4,500 cc. 
of fluid in the 24 hours following her initial insult. 
This was reflected in the autopsy findings of marked 
pulmonary edema and congestion. 

This patient also was given ordinary doses of 
antibiotics in the postabortal period. I am now of 
the opinion that in all septic abortions the patient 
should have massive doses of antibiotics regardless 
of how “normal” her recovery appears. 

This patient did not have uterine curettage, part- 
ly because she seemed clinically unable to with- 
stand anesthesia and partly because of procrastina- 
tion and not wanting to curet an infected uterus. 
However, I am now of the opinion that all these 
patients should be curetted within the first 12 hours 
of hospitalization, as soon as the blood pressure is 
brought under control. At autopsy there was no 
evidence of retained tissue; however, a very small 
nidus will serve as a focus of infection in these cases. 

Case 2 differed from Case 1 in that we were not 
only dealing with a septic process, but also a hemo- 
lytic process. It was obvious from hour to hour 
that this patient’s jaundice was increasing; this was 
substantiated by the laboratory findings of de- 
creased clotting time and fibrinogen levels. This 
patient’s liver and spleen enlarged perceptibly from 
hour to hour. She was not overhydrated as was the 
patient in Case 1. She was also manually curetted. 

The blood cultures in both Case 1 and Case 2 
were negative. This was thought to be because of 
the massive antibiotics which these patients had 
received prior to obtaining the blood culture. The 
uterine culture in Case 2 was positive as indicated. 

Numerous cases of septic abortion and cases of 
chorioamnionitis and placentitis have been man- 
aged in our Department with early curettage com- 
bined with massive doses of antibiotics with no 
complication such as vascular collapse. Even with 
intensive care some of these women will proceed 
to vascular collapse, and mortality may reach 50 
per cent or higher. This is particularly true if the 
organism is especially virulent, if the woman delays 
in seeking care, or if intensive care is not efficiently 
provided in the first few hours after vascular col- 
lapse occurs. 

If vascular collapse does occur despite adequate 
care, the woman’s best chance for survival depends 
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upon the prompt institution of measures to support 
the blood pressure, to combat the infection, and to 
avoid renal damage. 


Summary 


Clinical and pathologic findings have been presented 
in two cases of septic abortion with septic shock 
which terminated in death. The pathologic physi- 
ology has been discussed and the physiologic basis 
for treatment outlined. 

A general discussion of the current armamentari- 
um in the management of these cases has been pre- 
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Acetylsalicylic acid was synthesized by Von Ger- 
hardt in 1853 and introduced for the treatment of 
rheumatic fever in 1899. And as aspirin is perhaps 
the most common medication used today, it is more 
available than any other medicine in the home. It 
has been prepared in a variety of shapes and colors 
for commercial purposes, and is being used in the 
treatment of every known ailment. In the United 
States, 9 million pounds of aspirin are used yearly.! 

The Committee on Toxicology of the Council on 
Pharmacy and Chemistry and the Committee on 
Accident Prevention of the American Academy of 
Pediatrics? have reported aspirin and methyl sali- 
cylate as the salicylates most often involved in 
childhood poisonings. 

Aspirin has been considered a harmless medica- 
tion by parents, and careless handling has made it 
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available to young children, resulting in death of 
many children every year from salicylate poisoning. 
Gellis? has remarked that flavored aspirin creates 
the impression of candy in the child’s mind; this 
appears to play an important role in poisoning. 
The most common use of salicylates is for its 
antipyretic effect. Whenever a child has a fever, 
the parents immediately give him aspirin “to bring 
down the fever.” While aspirin does have an anti- 
pyretic action, it also has a paradoxical reaction, 
namely, production of hyperthermia. In their anti- 
pyretic action, salicylates increase heat production; 
increased heat production results in increased evap- 
oration of body water (insensible water loss from 
the lungs because of increased respiratory rate), 
plus production of sweat (increased water loss from 
the skin). The evaporation of sweat requires heat, 
which is taken from the body, and the temperature 
drops. However, increased water loss creates a state 
of dehydration, and when dehydration interferes 
with water expenditure, hyperpyrexia develops. 


Salicylism can develop from therapeutic use and 
improper dosage. Breaking a 5-grain tablet into 
halves, thirds, or quarters predisposes to overdos- 
age, since it is impossible to break a tablet so as to 
insure accurate dosage. In an infant, 60 mg. of 
aspirin will produce a blood level of 4 mg. per 100 
ce. of blood 4 hours after ingestion; if an infant 
is given 80 mg. (1.25 grains) every 4 hours for 24 
hours, the level will be 20 to 24 mg. per 100 cc. of 
blood. A blood level of 30 mg. of 100 cc. of blood 
is considered toxic, and a level of 50 mg. of 100 cc. 
indicates severe toxicity... Hyperpnea develops 
when the blood level reaches 45 mg. per 100 cc., 
which may be produced by therapeutic dosage. 
Add to this the metabolic acidosis and dehydration 
associated with acute infectious processes, and it is 
easy to see how salicylism can be superimposed 
upon an already acute illness in a child. 


Pathogenesis 


Clinical findings of salicylate intoxication are as 
follows: hyperpnea, respiratory alkalosis, metabolic 
acidosis, dehydration, hyperglycemia, and hypopro- 
thrombinemia. 

The hyperpnea of salicylate intoxication can per- 
haps be explained by two factors: (1) Salicylates 
precipitate or increase metabolic acidosis; but this 
is an assumption, since the cause of metabolic 
acidosis is unknown,! and may be due to renal 
loss of sodium and potassium or to the accumula- 
tion of organic acid metabolites. (2) Salicylates in 
high concentrations sensitize the respiratory center 
to carbon dioxide, resulting in rapid breathing. 
Hyperventilation leads to loss of water and carbon 
dioxide, producing respiratory alkalosis. The urine 
becomes alkaline, discharging bicarbonate, sodium, 
and potassium, as a result of rena] adjustment to the 
primary respiratory alkalosis. A further result of this 
is an increase by conservation of chloride and a 
reduction of plasma bicarbonate. In acute respira- 
tory alkalosis there occurs an exchange of hydrogen 
ions from cells for extracellular action, and organic 
acids move from cells to extracellular fluid to ele- 
vate organic anion concentration of the serum. 
These are the body’s attempts to restore pH toward 
normal and re-establish physiologic homeostasis. 

Body metabolism is increased in salicylate poison- 
ing, resulting in increased oxygen consumption and 
increased carbon dioxide production in an attempt 
to convert the state of alkalosis into one of res- 
piratory acidosis. This mechanism is not effective, 
however, since the loss of carbon dioxide by hyper- 
ventilation is greater than the production of car- 
bon dioxide by increased metabolism. 

Disturbances of carbohydrate metabolism have 
been shown in human beings, as well as by animal 
experimentation, to increase the rate of glucose 
absorption from the gastrointestinal tract, increase 
the production of adrenal corticoids, and interfere 
with the normal metabolism of glycogen. Derange- 
ment of carbohydrate metabolism causes an in- 
crease in the utilization of fat. The increased lipid 
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metabolism results in ketonemia and ketonuria. The 
mechanism for the development of ketosis is perhaps 
the greater increase in the production of ketones 
beyond the rate of tissue utilization and renal excre- 
tion. This, plus the increased production of lactic 
and pyruvic acid and impairment of renal function, 
contribute to the development of a state of acidosis. 

Hyperpnea or gasping respirations may be pres- 
ent in metabolic acidosis, but are characteristic in 
salicylism. The increased pulmonary ventilation 
results in respiratory alkalosis, which in itself has 
little clinical importance other than that it might 
lead to tetany. However, hyperventilation and 
sweating result in increased water expenditure 
which is further increased by vomiting. Vomiting, 
which may be due to a central effect or local irrita- 
tion, not only increases fluid loss from the body 
but also interferes with adequate replacement. 
These are the factors that contribute heavily to the 
production of dehydration seen in salicylate poison- 
ing. 


Diagnosis 


The only sure way to make a diagnosis, before 
withdrawal of blood for salicylate levels or by per- 
forming a gastric lavage, is from an accurate his- 
tory. The effects of salicylate intoxication are hyper- 
ventilation, dehydration, thirst, sweating, fever, 
coufusion or delirium, excitement, disorientation, 
acetone breath, and glycosuria. Severe intoxication 
produces peripheral circulatory collapse, convul- 
sions, anuria, high or low blood sugar, hemorrhage, 
and respiratory collapse. 

Necessary laboratory studies include plasma car- 
bon dioxide combining power, plasma pH, plasma 
electrolytes (sodium, potassium, and chloride), 
blood and urine salicylate levels, and urine pH. 
Examination of vomitus and/or gastric contents 
recovered or removed by lavage aids in diagnosis. 


Treatment 


Peak blood levels of sodium salicylate may be 
reached in 1 to 1% hours. Some is lost in sweat; 20 
per cent is oxidized by the tissues; and 70 per cent 
is excreted in the urine over a 15- to 30-hour period. 

If the patient is seen before the development of 
hyperpnea, gastric lavage is imperative and may 
be the only form of treatment needed other than 
hospitalization for 24 to 48 hours for observation. 
If, during this time, no further symptoms develop, 
the child may be discharged. 

Once hyperpnea has begun, little improvement 
is to be expected from gastric lavage. Nevertheless, 
it should still be done to remove any salicylate that 
may be retained in the stomach. 

Recently Arnold, Hodges and Barta® have advo- 
cated the use of syrup of ipecac, 1 tablespoonful, 
repeated in 15 minutes if emesis has not occurred. 
It is the opinion of these authors that emesis pro- 
duced in this manner is more beneficial than the 
usual method of gastric lavage using water or saline 
solution; sodium bicarbonate solution should not be 
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TABLE I—CLINICAL DATA IN 16 CASES OF 
SALICYLATE POISONING 


Duration 

Amount before 

Case Age Weight _ taken admission 
no. (months) Sex (pounds) (grams) 


24 23 3.0 
26 15 
28 3.0 
30 24.0 
34 
23 
30 
98 


( Bufferin ) 


*One hour or less 


used in the lavage fluid because the absorption of 
salicylates may be increased. 

Salicylate intoxication characteristically produces 
a fluctuating and inconsistent state of acid-base 
balance. The marked dyspnea results in a loss of 
carbon dioxide, producing a state of respiratory 
alkalosis with its associated low carbon dioxide 
combining power, while salicylate, being a strong 
acid, produces a concomitant metabolic acidosis. 
Fluid therapy, therefore, should be guided by the 
blood pH and directed toward the correction of 
the metabolic acidosis rather than guided by the 
carbon dioxide combining power. To do the latter 
would necessitate the use of acid fluids and serve 
to increase the degree of metabolic acidosis already 
present. In a hospital unable to test for blood pH, 
the history, clinical evaluation, and carbon dioxide 
combining power must guide one to determine 
whether the patient is in metabolic acidosis or res- 
piratory alkalosis and treat him accordingly. 

The increased respiratory rate not only disturbs 
the acid-base balance of the body but also greatly 
increases insensible fluid loss from the lungs. This, 
plus associated vomiting which causes additional 
loss of fluid, produces a disturbance in the fluid and 
electrolytic balance of the body, resulting in a state 
of hypertonic dehydration or hypernatremia. 

Although mixed disturbances of respiratory alka- 
losis and metabolic acidosis have been reported by 
various authors,®7 it has been further noticed by 
other authors®.® that in the young child the phase 
of respiratory alkalosis may be very brief, only a 
few hours. Kapland and del Carmen® had not ob- 
served respiratory alkalosis in patients with salicy- 
late poisoning who were less than 2 years old. 

Two additional factors must be given considera- 
tion in the use of fluids in the treatment of sali- 
cylism, namely, disturbance of carbohydrate metab- 
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olism and replacement of potassium, which is also 
freely excreted. 

In view of the above facts, the following regimen 
of fluid and electrolytic therapy is suggested: (1) a 
hypotonic solution composed of 100 cc. sixth-molar 
sodium lactate, 200 cc. of isotonic saline, and 700 
ce. of 5 per cent glucose in water; (2) this solution 
in an amount equivalent to 100 to 125 cc. per kilo- 
gram of body weight per 24 hours; (3) 20 cc. per 
kilogram of body weight given within the first half 
hour, 15 cc. per kilogram of body weight in the 
second half hour, and the balance at a rate that 
will permit it to be utilized in the following 23 
hours; (4) following this, or as soon as renal func- 
tion has been established, the remaining fluid may 
be replaced with a so-called maintenance fluid, one 
containing potassium, such as Butler’s solution. 

Recently the use of Diamox has been reported! 
in the treatment of salicylate intoxication as fol- 
lows: one part sixth-molar sodium lactate and 5 
parts 5 per cent glucose intravenously, in the 
amount mentioned above (100 to 125 cc. per kilo- 
gram of body weight per 24 hours). When diuresis 
has been established, potassium chloride is added 
to the solution in quantities of 2 to 3 mEq. per 
kilogram of body weight. At the same time, an 
intramuscular injection of Diamox in a dose of 5 
mg. per kilogram of body weight is given and is 
repeated at 4-hour intervals for two additional 
doses. If tolerated, oral fluids may be given as 
desired by the patient. 

In studies by MacPherson, Milne, and Evans!! 
and Schwartz and associates!2 the metabolic aci- 
dosis did not become worse at any time after giv- 
ing acetazolamide (Diamox). However, continuous 
evaluation of serum carbon dioxide content and pH 
were performed, and large doses of sodium bicar- 
bonate had to be administered. Diamox inhibits 
carbonic anhydrase; it raises the pH of urine by 
enhancing the excretion of sodium and potassium 
in place of hydrogen, thus causing increased rates 
of excretion of salicylate. “It is important that the 
means employed to remove salicylate be less dan- 
gerous than the intoxication itself.”!% 

Most authors dealing with the problem of salicyl- 
ate intoxication have recommended use of vitamins 
C and K. Vitamin C is usually given in doses of 300 
to 400 mg. per day and vitamin K in doses of 5 to 
10 mg. every 8 hours, intramuscularly, for 3 days. 
Stern! has suggested 1 mg. of vitamin K, or approxi- 
mately enough to counteract 1 gram of salicylate. 

Other methods of removing salicylate from the 
body include exchange transfusion, extracorporeal 
hemodialysis, and intermittent peritoneal dialysis. 
These methods are too complicated for the average 
small hospital and are practical only in a large 
institution with specially trained technicians. 


Discussion 


The hyperpnea resulting in a marked increase in 
insensible water loss from the lungs, the additional 
fluid loss from vomiting, plus further fluid loss from 
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sweating, result in the development of hypertonic 
dehydration with its deleterious effect upon renal 
function. Therefore, the first consideration is to 
replace the fluid lost and return the kidneys to their 
normal activity. This is accomplished by supplying 
fluid in quantities amounting to 100 to 125 cc. per 
kilogram of body weight, although as much as 200 
ce. per kilogram of body weight might be needed 
if the state of dehydration is extreme. 

It is well known that the elimination of salicylate 
is greatly enhanced by an alkaline urine; therefore, 
it might seem rational to use an alkalinizing solu- 
tion such as sixth-molar sodium lactate or sodium 
bicarbonate solution to achieve this effect. The fault 
of this reasoning lies in the fact that to produce an 
alkaline urine with either of these solutions and at 
the same time supply enough fluid to correct the 
state of dehydration would be to administer such 
a large amount of sodium that a state of metabolic 
alkalosis and tetany and/or hypernatremia would 
be precipitated. 

Preferably a hypotonic electrolytic solution, sup- 
plying a slight excess of the sodium radicle over 
chloride plus some lactate, should be used. Such a 
solution can be prepared as follows: 100 cc. of sixth- 
molar sodium lactate, 200 cc. of isotonic saline, and 
500 to 700 cc. of 5 per cent glucose solution (47.7 
mEq. of sodium, 30.8 mEq. of chloride, and 16.6 
mEq. of lactate). 

If a state of extreme acidosis is seen, wherein it 
might be felt urgent to correct this gross abnormal- 
ity, the alkalinizing effect of this hypotonic solution 
could be increased by increasing the amount of 
sodium lactate accordingly. The determination of 
the amount of sodium lactate necessary to achieve 
the desired results can be decided by following a 


simple formula: 1.8 cc. of sixth-molar sodium 
lactate per kilogram of body weight will elevate 
the carbon dioxide combining power by 1 volume 
per cent. It is advisable to make the estimation up 
to 30 volume per cent, rather than to the normal of 
40 to 50 volume per cent. Where the laboratory 
reports the carbon dioxide as milliequivalents rather 
than volumes per cent the following formula is 
used: 4.2 cc. of sixth-molar sodium lactate per kilo- 
gram of body weight will elevate the carbon diox- 
ide by 1 mEq. Here use 14 to 15 mEq. as the goal, 
not 18 to 20 mEq. 

The development of hypopotassemia is one of the 
prominent associated electrolytic disturbances in 
salicylate intoxication, and potassium must be re- 
placed if homeostasis of body fluids is to be 
achieved. However, one important precaution needs 
to be observed, namely, that there be no attempt at 
potassium replacement until an adequate urinary 
flow is established. At this time, potassium may be 
added to the intravenous solution as potassium 
chloride, in a quantity equivalent to 2 to 3 mEq. 
per kilogram of body weight. 

Diamox has been shown to increase the elimina- 
tion of sodium and potassium; it is for this reason 
that this drug has been recommended in the treat- 
ment of salicylism. If these two electrolytes are 
replaced intravenously while they are being elimi- 
nated by the kidneys, a state of hyponatremia will 
be prevented while the elimination of salicylate will 
be maintained at a maximum degree. 

A tendency to bleed may be due to a low pro- 
thrombin value, and vitamin K should be given. 
Vitamin C has been shown to be excreted in experi- 
mental salicylate poisoning and should also be given 
to patients with this problem. Clinical tetany may 


TABLE II—CLINICAL DATA ON ADMISSION 


Total 
Case content pHof Na Cl K Urine pH Urine Salicylate Blood Salicylate 
no. (mmol/L) Blood (mEq.) (mEq.) (mEq.) (admission) (mg.%) (mg.%) 
1 5.4 7.29 120 100.6 4.3 5.5 + — 
3 29.5 117.0 7.0 + 7.5(0)* 
4 16.2 — 142 113.8 5.9 5.0 + 40.1(0)* 
5 20.5 112.1 4.2 5.5 + 63(6)*;45(15)* 31.0(0)*;15.2(8)* 
6 12.2 —_— 140 115.5 4.2 6.0 +37(0)*;35(6)* 17.8(0)*;14.4(2)* 
7 23.1 — 153 102.3 4.7 6.5 +43(0)*;12(14)* 8.23(0)* 
8 22.7 ae 150 103.9 4.0 7.0 +88(0)* 36(0) *;27.5(13)* 
9 14.0 7.50 131.2 113.8 — 6.5 +68(2)* ne 
10 — 6.5 + — 
ll 9.5 a 119 113.02 44 5.5 +39(6)*;7(28)* 15.6(0)* 
12 19.2 as 149 103.9 4.4 6.0 +94(0)* 16.9(0)*;20(8)* 
13 12.7 7.31 155 112.2 52 6.0 +177.5(0);187.5 75(0);47.5( 18) 
(18) ;132.5( 24); 
150( 32) ;71.3( 40); 
6.25(51) 
14 20.1 146 123.7 4.7 6.0 +177.5(3);16.5( 27) 29.25(0) 
15 21.6 7.40 140 103.9 49 5.5 + 80(2);35.5( 27) 24.(0) 
16 18.0 — 136 108.9 4.7 5.0 +17.5(1);32.5(25) 32.3(0) 


Asterisk (*) denotes the time the blood or urine was obtained from the patient. 
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be precipitated in correcting a low potassium con- 
centration in the presence of a low calcium concen- 
tration. It is practical to give calcium where there 
may be symptoms of the postacidotic state of hyper- 
tonic dehydration. Usually the amount of calcium 
given, as calcium gluconate, is 10 cc. of a 5 per 
cent solution in enough saline solution to reduce it 
to a 2 per cent solution. 

All children in the present study except those in 
Cases 7 and 8 had concomitant upper respiratory 
infections, and all were under 4 years of age except 
the girl in Case 8. Case 11 was included in this 
study; this patient was treated for salicylate intoxi- 
cation even though he had ingested 3 grams of 
Bufferin. All patients had vomited prior to hospitali- 
zation and all except those in Cases 1, 4, 8, 11, and 
13 had gastric lavage on hospital admission with 
physiologic saline solution and/or water. (Before 
instilling any fluid when lavage is performed, it is 
important to aspirate first. The introduction of 
lavage fluid may hasten the passage of ingested ma- 
terial through the pylorus into the duodenum and 
hence increase absorption of ingested poisons.) 

Those patients who did not have gastric lavage 
were the more difficult to control, as noted in Case 
1, which is discussed in detail later in this paper. 
The patient in Case 8 was admitted 5% hours after 
ingestion of 26 grams of aspirin in a suicidal at- 
tempt. This patient consumed the aspirin over a 
period of % hour; an hour later she had already be- 
gun to vomit, and aspirin was noted in the vomitus. 
The fact that she did not have symptoms of respir- 
atory distress could be attributed to the spontane- 
ous emesis, which prevented salicylate absorption 
in excessive amounts. 

In Case 4, a 3-year-old boy ingested 24 grams of 
aspirin and, on admission 2 hours later, was hyper- 
ventilating, perspiring, and was pale in appearance. 
The child had been under treatment with aspirin 
for tonsillitis, pharyngitis, and bilateral otitis media. 
Over a period of 36 hours he received intravenous 
fluids which consisted initially of the hypotonic 
electrolytic solution previously described, with suf- 
ficient sodium lactate to elevate his serum carbon 
dioxide to 13.5 mEq. 14 hours after admission. 
Ascorbic acid, calcium gluconate, and potassium 
chloride were given intravenously; vitamin K, seda- 
tion, and antibiotics were given intramuscularly. 

In Case 11, a 3-year-old girl had eaten 30 Bufferin 
tablets, and had vomited prior to admission to the 
hospital, which was 1 hour after ingestion of the 
“candies.” She received the following solutions: the 
initial solution was the hypotonic electrolytic solu- 
tion, to which was added 10 cc. of 10 per cent 
calcium gluconate and, since the child was voiding 
adequately, 20 mEq. of potassium chloride. Appro- 
priate amounts of sodium lactate were added to the 
solution after laboratory results of carbon dioxide 
were known; this was determined every 8 hours. 
At 18 hours her serum carbon dioxide was 20.5 
mEq. 

Only 6 patients received intravenous fluids: those 
in Cases 1, 4, 5, 6, 11, and 13. The others were seen 
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early, had vomited prior to admission, and had re- 
ceived prompt gastric lavage; it was elected to 
observe these patients for 48 hours. 

No patient had any evidence of hemorrhage ex- 
cept in Case 1, who developed hemoglobinuria on 
her fourth hospital day. 

Since the blood salicylate levels exceeding 30 mg. 
per 100 ml. of blood are associated with clinically 
evident degrees of intoxication, all patients were 
checked for blood salicylate levels when possible. 
It has been shown that the correlation of salicylate 
levels of blood with the clinical severity is poor in 
infants and children; this was true of the patients 
observed in this study. 

It is difficult to have measurements for whole 
blood pH when desirable. Under these circum- 
stances the clinical impression of the patient deter- 
mined the fluid to be given. 


Illustrative case report 


A 24-month-old white female was admitted to 
Pontiac Osteopathic Hospital 26 hours after inges- 
tion of 3 grams of aspirin, over an interval of 12 
hours. The child had been given aspirin for an 
upper respiratory infection. The evening prior to 
hospitalization, she had been having some respira- 
tory distress, was irritable, and had been vomiting. 

The physical examination was noncontributory 
except for pallor, lethargy, irritability, strabismus, 
and the presence of lateral nystagmus to the right; 
other evidence of central nervous system irritabil- 
ity was not evident, The child was put in an oxygen 
tent and an intravenous solution containing 150 cc. 
of sixth-molar sodium lactate, 200 cc. of physiologic 
saline solution, and 700 cc. of 5 per cent glucose 
in water with 250 mg. of ascorbic acid was started; 
half an hour later 10 cc. of 5 per cent calcium 
gluconate was added. Antibiotics were started in- 
tramuscularly. The first serum carbon dioxide con- 
tent was reported as 5.4 mEq. The intravenous 
administration was interrupted and 100 cc. of sixth- 
molar sodium lactate was given. Vitamin K, 5 mg. 
intramuscularly every 8 hours, was ordered for 3 
days. An additional 150 cc. of sixth-molar sodium 
lactate was added when the recheck carbon dioxide 
value was 7.2 mEq., 4 hours after admission. Intra- 
venous Cedilanid, 0.1 mg., was giver for early 
congestive failure which occurred 12 hours after 
hospitalization; also, Solu-Cortef was given intra- 
muscularly. The original intravenous solution was 
again interrupted when the 8-hour carbon dioxide 
value was reported to be 11.0 mEq., and another 
100 cc. of sixth-molar sodium lactate was given, and 
another 0.1 mg. of intravenous Cedilanid. The 
initial hypotonic electrolytic solution was repeated. 
The 12-hour carbon dioxide content was reported 
as 9.9 mEq., and the 24-hour value was 9.1 mEq.; 
an additional 100 cc. of sixth-molar sodium lactate 
was given. 

The 30-hour serum carbon dioxide was 13.5 mEq., 
and the child was started on oral electrolyte solu- 
tions. Small doses of phenobarbital were given 


TABLE III—CLINICAL DATA IN CASE 1 


Time CO, Na K Cl 
(hours )(mmol/L ) pH (mEq.) (mEq.) (mEq.) 


0 5.4 7.29 120 4.3 100.6 
4 7.2 — 148. _ 108.9 
8 11.0 — 124 — 100.0 
12 9.9 134 115.5 
30 13.5 — 135 4.6 99.0 
36 19.8 _ 136 _ 99.0 


intramuscularly during the period of intravenous 
therapy. The patient was given 0.2 mg. of intra- 
muscular Digoxin daily as a maintenance dose. The 
36-hour carbon dioxide value was 19.8 mEq. 

The recordings of the cardon dioxide and electro- 
lytes of this case are given in Table III. During 
treatment over the first 24 hours, 20 mEq. of potas- 
sium chloride were given intravenously. During the 
second day of hospitalization, the child convulsed 
and was given 3 cc. of 5 per cent calcium gluconate 
intravenously, which seemed to control the seizure; 
7 cc. were added to the fluids running at the time. 
She also received 75 cc. of plasma and blood during 
her hospital stay. She was discharged on the seventh 
hospital day. 


Complications 


Problems which may occur in using any intravenous 
therapy can occur in the treatment of salicylate 
poisoning; these include cerebral and pulmonary 
edema. The use of nonelectrolyte solutions may 
produce water intoxication .Winters and coworkers® 
reported 2 cases of pulmonary edema occurring 
during initial rehydration. This may occur as a 
result of rapid hydration of a child who has not 
lost much total body fluid by hyperventilation, 
perspiration, and emesis, with or without high 
fever, and who may not be dehydrated. It occurs 
more frequently when nonelectrolytic solutions like 
5 per cent glucose in water are used to correct the 
dehydration. One has to consider fluid absorbed 
during lavage and enemata given for hyperpyrexia. 

Morphine probably should not be given for treat- 
ment of acute pulmonary edema since it may cause 
respiratory depression. Aminophylline can be used, 
but one should be aware of complications, mainly 
persistent vomiting and restlessness. The normal 
dose is 3.5 mg. per kilogram of body weight in 5 
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per cent glucose and water. Digitalization with a 
rapidly acting glycoside, which can be given intra- 
venously, may be used. Humidified oxygen given 
by tent will be comforting to the patient. Bleeding 
tendencies due to thrombopenia should be treated 
with transfusion of fresh whole blood; bleeding 
tendency due to low values of prothrombin can be 
treated with vitamin K. 


Summary 


The determination of the carbon dioxide content 
without pH determination (since this procedure 
may not be available in the smaller hospital labora- 
tory ), and the use of six-molar sodium lactate instead 
of sodium bicarbonate as the alkalinizing solution, 
were used in the treatment of 6 patients with acute 
aspirin poisoning. The remaining 10 patients in- 
cluded in this study did not receive intravenous 
fluids because spontaneous emesis had occurred and 
they received prompt gastric lavage; these patients 
were under observation for 48 hours and required 
no further treatment. All patients, except one who 
had hypercapnea and some respiratory depression, 
responded to therapy within 24 hours. It is pointed 
out that even in a small community hospital, where 
the facilities are not as complete as in a large, 
well-endowed institution, adequate management of 
acute salicylism is possible. 


1. Stern, G. S.: Emergency treatment of acute poisoning. GP 
21:139-147, Feb. 1960. 

2. Report to the Council on Pharmacy and Chemistry: Precautions 
— salicylates, including aspirin. J. Am. M. A. 158:831, July 

, 1955. 

3. Gellis, S. S.: Editorial comment on abstraet of Reference 2, in 
Year Book of Pediatrics, 1956-1957, p. 448. Year Book Publishers, 
Chicago, 1956. 

4, Winters, R. W.: Salicylate intoxication in infants and children. 
Pediat. Clin. North America 6:281-299, Feb. 1959. 

5. Arnold, F. J., Jr., Hodges, G. B., Jr., and Barta, R. A., Jr.: 
Evaluation of efficacy of lavage and induced emesis in treatment of 
salicylate poisoning. Pediatrics 23:286-301, Feb. 1959. 

6. Winters, R. W., et al.: Disturbances of acid-base equilibrium in 
salicylate intoxication. Pediatrics 23:260-285. Feb. 1959. 

7. Singer, R. B.: Acid-base disturbance in salicylate intoxication. 
Medicine 33:1-13, Feb. 1954. 

8. Kaplan, S. A., and del Carmen, F. T.: Experimental salicylate 
poisoning: observations on effects of carbonic anhydrase inhibitor and 
bicarbonate. Pediatrics 21:762-770, May 1958. 

9. Erganian, J. A., Forbes, G. B., and Case, D. M.: Salicylate 
intoxication in infant and young child; report cf 13 cases. J. Pediat. 
30:129-145, Feb. 1947. 

10. Feuerstein, R. C., Finberg, L., and Fleishman, E.: Use of 
acetazoleamide in therapy of salicylate poisoning. Pediatrics 25.215- 
227, Feb. 1960. 

11. MacPherson, C. R., Milne, M. D., and Evans, B. M.: Excre- 
tion of salicylate. Brit. J. Pharmaccl. 10:484-489, Dec. 1955. 

12. Schwartz, R., et al.: Renal response to administration of aceta- 
zolamide (diamox) during salicylate intoxication. Pediatrics 23:1103- 
1114, June 1959. 

13. Finberg, L.: Comments to the editor. Pediatrics 25:1088, 1960. 


| 
7 
} 
q 
4 
é 
i 
| 
‘ 
> 
: 
4 
357 


Acute benign pericarditis: 


ALFRED I. GREEN, B.S., D.O.,* and OTTO M. 
KURSCHNER, A.B., D.O., M.Sc. (Ped), F.A.C.O.P., 
Philadelphia, Pennsylvania 


This condition, which is also known as nonspecific, 
viral, or idiopathic pericarditis, has been described 
in children only recently.!-2 The disease usually 
follows an upper respiratory tract infection. The 
onset is generally acute, with fever and pain. A 
friction rub is usually present, but there are no 
significant murmurs. The electrocardiogram shows 
low voltage, elevations of the S-T segment, and 
T-wave inversion, which may persist for many 
months. 

Real cardiac tamponade is rare. The illness lasts 
for several weeks, but it is benign. It has no after- 
effects, but the disease may recur, even repeatedly. 
The treatment is symptomatic. The differential di- 
agnosis must exclude rheumatic fever. 


Case report 


A 12-year-old white boy was admitted to Metro- 
politan Hospital on February 11, 1957, with a chief 
complaint of recurrent fevers, easy fatigability, and 
intermittent joint and muscle pains. The patient 
was ambulatory and in no apparent distress. 

He had had a normal birth. His mother explained 
that he occasionally choked in the early days of his 
life, but there was no history of cyanosis. The 
patient had had whooping cough at age 1%, chicken- 
pox at age 3, and measles at age 6. He had had a 
tonsillectomy and adenoidectomy at age 3, because 
of severe bouts of tonsillitis. During this time, he 
had also suffered from numerous allergies, among 
which were orange juice and several vegetables. 


From the Department of Pediatrics, Metropolitan Hospital, Phil- 
adelphia. 


*Address, 614 W. Allegheny Ave. 
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Case report 


At age 5, the patient had complained of pain in 
the left knee. No swelling, stiffness, or discoloration 
of this knee could be demonstrated. The pain would 
last for several hours and then disappear, only to 
recur every few days. While pain was present, a 
temperature elevation of 100 to 101 F was noted. 
He had continued to have intermittent pain in his 
knee for several years. In the last few years this 
had very much diminished. 

Within the last 3 years, however, the patient had 
noted that he was unable to participate in as much 
exercise as his fellow students. He did not become 
short of breath, and there was no orthopnea, ankle 
swelling, or nocturnal dyspnea. He found that he 
simply got tired and was unable to run as fast or 
walk as far as the other children. Three weeks 
prior to admission, there were elevations of tem- 
perature which were intermittent, but not accom- 
panied by any joint pains. The patient was given 
penicillin when the temperature was elevated. 

On examination this boy was in no pain or acute 
distress. His height was 62 inches; his weight was 
100 pounds; blood pressure in both arms was 
100/60, and blood pressure in the left leg was 
130/80; and pulse and respirations were within 
normal limits. Examination of the throat revealed 
a moderate postnasal drip, large lymphoid tabs over 
both tonsillar pillars, and an injected pharynx. The 
chest was symmetrical and the lungs were resonant. 
No abnormal sounds were present. The heart was 
normal as to size, rate, rhythm, and intensity. No 
significant murmurs were audible. The liver and 
spleen were not palpable. Examination of the 
extremities, particularly of the joints, disclosed no 
abnormalities. 

A complete chest x-ray study with emphasis on 
cardiac disorders was ordered, the results of which 
were as follows: The osseus thorax was symmetrical 
and showed no evidence of developmental or 
destructive change. The lung fields were well 
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aerated, and there was no evidence of a gross 
consolidative or infiltrative process. The hilar and 
interstitial pulmonary markings were average in 
thickness and density. The cardiac shadow was 
average in size and contour, with preservation of 
the retrosternal and retrocardiac spaces. The opaci- 
fied esophagus was average in position and contour. 
The mediastinal structures showed no evidence of 
widening or of displacement. The diaphragmatic 
domes were smooth and regular, and the cardio- 
phrenic and costophrenic angles were clear. 

A fluoroscopic examination demonstrated sym- 
metrical pulmonary aeration with no abnormal 
mediastinal shift. Diaphragmatic excursions were 
within average limits. The cardiac rhythm was 
regular, and cardiac pulsations appeared to be 
somewhat more rapid than average and the ampli- 
tude of the pulsations was increased. 

An electrocardiogram (Fig. 1) was taken on 
February 11, 1957, with the following results: Sinus 
rhythm was normal. Auricular and ventricular rates 
were 80 per minute. The P-R interval measured 
0.14 second. The QRS complexes demonstrated 
vertical electrical positions and were 0.08 second 
wide. The S-T segments were slightly elevated in 
leads 2, 3, aVF, V;, and V,. The T waves were 
coved and inverted in leads 1, aVL, V,, V., V;, 
V,, and V,. Successive electrocardiograms taken 
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1. Electrocardiogram taken February I1, 1957. 


every second day during the hospital stay showed 
an identical picture. 

Laboratory data were as follows: hemoglobin, 
12.5 grams; hematocrit, 42 per cent; and leukocytes, 
8,000, with a differential count of 61 per cent seg- 
mented neutrophils, 37 per cent lymphocytes, 1 per 
cent eosinophils, and 1 per cent monocytes. A uri- 
nalysis had normal results; purified protein deriva- 
tive test was negative; serology was nonreactive; 
and a blood culture was sterile. The sedimentation 
rate was 10 mm. at the end of 1 hour, which is 
considered normal at Metropolitan Hospital. The 
C-reactive protein test was negative; antihyaluroni- 
dase titer was 64 units; antistreptolysin titer was 96 
units; the febrile agglutination series was negative 
in all dilutions; the viral series was negative; and the 
heterophil antibody titer was negative in a 1 to 8 
dilution. On repeated tests, results were approxi- 
mately the same. 

During his hospitalization, the patient was kept 
at bed rest. For 10 days he was given penicillin 
tablets, 400,000 units three times daily, 2 hours 
after meals, and 10 grains of aspirin every 4 hours. 
His temperature, which varied from 99 to 100.6 F, 
returned to normal after 5 days of hospital stay. 

After 14 days, he was discharged with a diagnosis 
of pericarditis of unknown etiology, and he was 
managed conservatively with bed rest at home for 
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1 month. At that time, he was asymptomatic. He 
had no joint pain, chest pain, or shortness of breath. 
His temperature was taken several times each day 
by his parents, and it remained within normal 
range. An electrocardiogram was taken en March 
20, and another on April 17, 1957. Both of these 
showed some persistent T-wave negativity in lead 
1 and also over the apex in the precordial leads. 

The blood sedimentation rate done by the Cutler 
method demonstrated a level of 7 mm. at the end 
of 1 hour. Fluoroscopic examination of the chest 
revealed a centrally placed heart of normal size and 
configuration. On barium swallow, there was no 
evidence of left atrial enlargement. The aortic arch 
was on the left side. 

At that time, nothing further could be added 
concerning the etiology in this case. It has been 
known that inverted T waves may persist for this 
length of time in patients who have experienced 
episodes of pericarditis and myocarditis of a non- 
specific, benign nature. 

Since the patient’s sedimentation rate was nor- 
mal, he was permitted to return to school. It was 
suggested that this be his major activity for the 
time being, and that he be restricted from strenuous 
and competitive activities. It was further suggested 
that a repeat electrocardiogram be taken in 3 to 6 
months, and thereafter until some change occurred 
toward the normal. The parents were advised that 
this type of attack of myocardial involvement could 
possibly recur. At this time, a diagnosis of acute 
benign pericarditis was made, since this diagnosis 
seemed compatible with the findings in this case. 

On August 2, 1957, the patient was again exam- 
ined. Since approximately May 1, 1957, he had been 
on almost full physical activity. He had suffered no 
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Fig. 2. Electrocardiogram 


en November 23, 1957. 
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important intercurrent illnesses. He had no com- 
plaints except for some vague discomfort in the 
feet when climbing steps. The electrocardiogram 
continued to show the same T-wave negativity in 
leads 1, V,, and V,. There was a slight and ques- 
tionable improvement in these T-wave abnormali- 
ties, as compared to the earlier tracings. 

On November 26, 1957, the patient was again 
examined. Physical examination showed him to be 
well developed and well nourished, with no respira- 
tory distress or cyanosis. The blood pressure was 
120/80, and the pulse rate was 72 per minute. No 
significant cardiac murmurs were audible. The 
femoral pulses were readily palpable. Fluoroscopic 
examination of the chest revealed a heart of normal 
size, shape, and position. An electrocardiogram had 
been taken on November 23 (Fig. 2), and it con- 
tinued to show the flight flattening and inversion 
of the T waves in leads 1, V,, and V,. 

Except for the electrocardiographic abnormali- 
ties which we know to have been present since 
February 1957, and perhaps for a longer period, 
there are now no cardiac abnormalities in this boy. 
These findings are now considered to have stabi- 
lized. For this reason, there was no need to restrict 
the patient’s physical activity, except perhaps for 
strenuous competitive sports. 

After 3 years of following the progress of this 
boy, his electrocardiogram is still similar to that 
taken on November 23, 1957. He is, however, com- 
pletely symptom-free and his physical examination 
shows him to be healthy. 

1. McGuire, J., Kotte, J. H., and Helm, R. A.: Acute pericarditis. 
Circulation 9:425-442, March 1954, 

2. Friedman, S., et al.: Acute benign pericarditis in childhood: 


comparisons with rheumatic pericarditis, and therapeutic effects of 
ACTH and cortison. Pediatrics 9:551-563, May 1952. 
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THE JOURNAL OF THE AMERICAN OSTEOPATHIC As- 
SOCIATION for January 1961 carried a detailed re- 
port of the events leading up to the revocation of 
the charter of the California Osteopathic Associa- 
tion by action of the Board of Trustees of the 
American Osteopathic Association on November 20, 
1960, on the basis of deliberate violation of estab- 
lished policy of the A.O.A. as enunciated by its 
representative House of Delegates. The resolutions 
outlining A.O.A. policy read as follows: 

“That any divisional society which is in process 
of negotiations leading to unification and/or amal- 
gamation or merger, or a process of a similar na- 
ture, of the osteopathic profession with or into any 
other organized profession involved in health care, 
shall cease such negotiations or be subject to the 
revocation of its charter by the A.O.A. 

“That no divisional society enter into discussion 
or negotiations with any agency in which the sub- 
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ject for discussion is unification and/or amalgama- 
tion of the osteopathic profession into any other 
organized profession involved in health care.” 

As stated in the January report, the A.O.A. Board 
of Trustees revoked the charter of the California 
Osteopathic Association reluctantly but felt com- 
pelled to act in the best interests of the many D.O.’s 
in California and elsewhere who wish to preserve 
the osteopathic profession. 

Following this action of the Board, A.O.A. Presi- 
dent Harvey called a special meeting of the House 
of Delegates to meet in Miami Beach, Florida, on 
Saturday, January 21, 1961, “to consider and take 
action on certain amendments to the By-Laws of 
the A.O.A., on an application for charter of a new 
divisional society in California, and on such other 
business as may be properly presented.” 

At the midyear meeting of the Board of Trustees 
in Miami Beach preceding the meeting of the 
House, representatives of the proposed new divi- 
sional society in California were present to answer 
questions and to comment on the problems facing 
the new group in its efforts to set up an organiza- 
tion and take steps to preserve the osteopathic pro- 
fession in their state. The Board heard Dr. Richard 
E. Eby, president; Dr. J. Gordon Hatfield, president- 
elect, and Dr. David Dobreer, secretary-treasurer 
of the Osteopathic Physicians and Surgeons of Cal- 
fornia, and several members of the Board of Trus- 
tees of the new organization. It was brought out in 
their statements that five ex-presidents of the C.O.A. 
are aligned with the new divisional society. After 
a lengthy presentation and discussion, the Board of 
Trustees of the A.O.A. voted to recommend to the 
House of Delegates that a charter be granted to 
the newly organized divisional society and that 
every effort be made to assist the new society in 
getting established and in working toward its an- 
nounced goal—the maintenance of the osteopathic 
profession as a separate entity. 

A well-attended meeting of the House was held 
on January 21 with nearly one hundred delegates 
present from thirty-four divisional societies. 

Presentations were made by President Harvey 
and Executive Director Eveleth, refreshing the 
memory of delegates of events which precipitated 
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the revocation of the charter of the C.0.A. During 
the President’s presentation to the House, a recent 
letter from Paul D. Foster, M.D., president of the 
California Medical Association, addressed to its 
members was read. In this letter he stated that 
steps had been taken by the C.M.A. to accomplish 
the goal of interprofessional unification. 

The C.M.A. president said that almost 20 years 
ago the two associations in California reached 
agreement on a program which would have unified 
the two professions, stopped further licensing of 
osteopaths in California and converted the osteo- 
pathic college in Los Angeles into a Class A medi- 
cal school. This proposal met with the approval of 
both the American Medical Association and medical 
educational authorities, but it failed to meet some 
technical requirements of state licensing boards, 
and it was stopped at that point. 

He reported that in the 20 intervening years, edu- 
cational and other leaders in both professional 
groups have kept alive the hope of eventual unifi- 
cation and that this hope resulted in the appoint- 
ment, about 9 years ago, of a special committee of 
the C.M.A. to meet with a similar committee of the 
C.O.A. to probe further into such unification. 

Several months ago, he said, these joint commit- 
tees, both acting with the approval of the govern- 
ing bodies of their respective associations, arrived 
at a general plan “predicated on the understanding 
that further licensing of osteopaths in California 
will cease. It would provide for the unification of 
presently practicing osteopathic physicians and 
surgeons with doctors of medicine. It would estab- 
lish the present osteopathic college as a Class A 
medical school under thoroughly acceptable aus- 
pices. 

Dr. Harvey said that the acquiescence of members 
of the osteopathic profession with such a suicidal 
plan is reprehensible and that the duty of organized 
osteopathy is clear-cut. He charged the House of 
Delegates that it must take all steps necessary to 
preserve the practice rights of osteopathic physi- 
cians in California as well as in any other state. 

In Dr. Eveleth’s presentation, he said that it 
seems incredible that prosperous, busy osteopathic 
physicians in California could come to the conclu- 
sion that their future is dependent upon abandon- 
ment of all that has brought them to their affluent 
status; that osteopathic physicians in California 
have apparently shirked their organizational re- 
sponsibilities and permitted a small group of leaders 
to manage their affairs; and that they have, in ef- 
fect, ignored their professional citizenship and 
surrendered their individual responsibilities. 

The By-Laws of the C.O.A. state: “The object of 
this Association is to maintain the standard of edu- 
cation and to promote the welfare and influence 
of the profession of osteopathy.” It would seem to 
even a casual observer that the recent activities of 
that organization in working toward the elimina- 
tion of the profession of osteopathy in the State of 
California run counter to the “object” stated in its 
By-Laws. 
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The C.O.A. Board of Trustees has now adopted 
an arbitrary rule, titled “Miscellaneous Rule No. 41,” 
which permits that Board, or its Executive Commit- 
tee, to take disciplinary action against any member 
of the C.O.A. who joins or retains membership in 
“any State of California osteopathic organization 
whose objectives or policies are contrary to the ob- 
jectives or policies of this Association.” In other 
words, those persons who work toward the stated 
“object” of the C.O.A., “to maintain the standard 
of education and to promote the welfare and in- 
fluence of the profession of osteopathy,” are sub- 
ject to discipline by that body for that very act. 

After the presentations by the President and the 
Executive Director of the A.O.A., the House voted 
to hear any comment which Dr. Dorothy Marsh, 
president of the de-chartered California Osteo- 
pathic Association, who was present in the House. 
wished to make. 

Thereafter, as its first action, the House of Dele- 
gates passed a motion to “endorse and commend 
the action of the Board of Trustees of the A.O.A. 
in revoking the charter of the California Osteo- 
pathic Association.” 

Then a motion to approve the recommendation 
from the Board of Trustees to the House of Dele- 
gates, “that the Osteopathic Physicians and Sur- 
geons of California be chartered as a divisional 
society of the American Osteopathic Association,” 
was passed without a dissenting vote. 

The House of Delegates also adopted a motion 
directing the Board of Trustees of the A.O.A. “to 
continue to use any and all means to assure the 
continuation and development of the osteopathic 
profession and its educational institutions in the 
State of California in the public interest.” 

Dr. Richard E. Eby, president of the new divi- 
sional society, spoke to the delegates, expressing 
the desire and intent of the new group to do every- 
thing possible to maintain the osteopathic profes- 
sion as a vital force in the State of California and 
to work with the A.O.A. toward the accomplish- 
ment of this objective. As background leading up 
to the action of the A.O.A. House, Dr. Eby reported 
that “After the action of the House of the C.O.A. 
on November 13, it became evident to a statewide 
group of A.O.A. members in California who had 
been watching the evolution of this osteopathic 
problem in the West that if we were to remain a 
distinct profession we must recognize the motives 
which were activating the C.M.A. as well as the 
C.O.A. 

“These motives have been obscured. They have 
not been specifically stated in writing nor in speak- 
ing, but many of us feel that we can now pretty 
well discern the outline of the pattern. To us it 
would appear that this evolutionary process over 
the years was that of eliminating the D.O. in Cali- 
fornia first as a prelude to his elimination in the 
nation. On a state level it was to eliminate the ef- 
fectiveness of the separate osteopathic board. Lately 
it was to acquire the facilities of our osteopathic 
college and its associated county hospital, which 


is its training institution, by those in the state who 
realize the necessity of increasing the output of 
M.D.’s and who find that by acquiring our college 
at this time they could accelerate their program 
by 10 to 12 years. 

“After the vote on November 13 by the C.O.A. 
House, there was a spontaneous reaction on the 
part of many in California to identify themselves 
immediately with the profession as a whole. These 
people felt that they represented the majority of 
the profession and not the minority; that the osteo- 
pathic profession is not just Californians but it is 
all who bear the D.O. degree; and that, as such, 
those of us who were sympathetic to the feeling 
that we must remain at this moment in our history 
a separate and distinct profession by more closely 
identifying ourselves with the efforts of D.O.’s ev- 
erywhere who were of this like spirit, could more 
effectively serve the public in California. 

“We knew the problems. We did not know the 
solutions. We offered our hands to the profession 
if they would supply the muscles. We got together 
and agreed on certain beliefs. We believe that 
the osteopathic profession offers a concept and a 
contribution not provided at this moment in history 
by the allopathic profession. We further believe 
that the people of California gave to the osteopathic 
profession a trust and a mandate to provide a sep- 
arate and distinct school of therapy. 

“We feel that the problems at the state level are 
of national scope in their solution and cannot be 
properly solved by divisional activity. We believe 
the College of Osteopathic Physicians and Surgeons 
and its county hospital are vital links in the osteo- 
pathic educational program and should not be used 
as pawns in negotiating for a third-rate M.D. de- 
gree which would be recognized within state bound- 
aries only. 

“We further believe that the designation of cult- 
ism must be removed before anyone can effectively, 
morally and honestly sit down at a bargaining table. 

“We further decided that a group must be formed 
in California to establish effectively a link with the 
thinking of the D.O.’s in the other parts of the 
country.” 

Dr. Eby reported that 2 days after the A.O.A. 
Board had taken action which clarified the position 
of the D.O. in California as to his relationship to 
the A.O.A., a group began to form comprising 
D.O.’s from different parts of the state, who decided 
that it was desirable and right to form a new soci- 
ety in California. Basic documents were formulated 
which declared the purposes of the new society to 
be as follows: 

“The specific and primary purposes for which 
the Corporation is formed are: 

“1. To publicly register and record the ‘system, 
method or science of osteopathic medicine’ as a 
‘School of Medicine’ and/or the practice of same, 
to be known and designated as Osteopathic Medi- 
cine, coordinate with and of equal rank and grade 
as lawfully accorded the other Schools of Medicine, 
under the laws of California pertaining to same; to 
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advance the science of osteopathic medicine as an 
independent, scientific and complete system and/or 
school of ‘Medicine and/or Healing Art’ for the 
restoration and preservation of health. The term 
school as here used means system and not an educa- 
tional institution. 

“2. To carry on programs of education and infor- 
mation for the benefit of all members of the osteo- 
pathic medical profession and to stimulate and 
maintain high morale and pride in all persons en- 
gaged in the practice of osteopathic medicine with 
the end in view of contributing toward the efficien- 
cy and service to the public of doctors engaged in 
the practice of that branch of the healing arts 
known as osteopathic medicine and those aspiring 
to become so engaged. 

“3. To develop, stimulate and encourage the fra- 
ternal and social relations and good will among 
the members of the profession. 

“4. To keep members of the osteopathic medical 
profession informed pertaining to pertinent mat- 
ters of an educational or professional nature. 

“5. To keep doctors of osteopathic medicine in- 
formed as to the progress, direction and accom- 
plishments of the American Osteopathic Associa- 
tion.” 

Dr. Eby said that, “in the reading of these pur- 
poses we can best express what was in the minds of 
those of us in California who wish to remain identi- 
fied as D.O.’s.” He said: “We must grasp the op- 
portunities of today and tomorrow to serve the 
public as a complete, progressive, proud profession. 
This is your problem, our problem. We are pleased 
and privileged to play a part in its solution.” 

After this presentation and the introduction of 
the officers of the new divisional society who were 
present in the House, a motion was passed com- 
mending the members of the Osteopathic Physi- 
cians and Surgeons of California and welcoming 
them into the fellowship of affiliation as a divisional 
society of the American Osteopathic Association. 

As another recent development in the over-all 
problem, we report that early in January steps were 
taken by members of one of the specialty colleges, 
the American College of Osteopathic Obstetricians 
and Gynecologists, to prepare amendments to its 
By-Laws based upon the belief “that (1) all of our 
specialists have grown in stature sufficiently to now 
become autonomous, and (2) that [the continued 
status of] an individual who has attained recog- 
nition as a specialist based on his graduate educa- 
tion, training and proven ability should not be 
predicated upon membership in certain organiza- 
tions.” 

The amendments to the By-Laws of the 
A.C.0.0.G. proposed deletion of the provision that 
each member of the College continue his member- 
ship in the A.O.A., his divisional osteopathic soci- 
ety, and his local osteopathic society in order to 
maintain his membership in the A.C.O.O.G., and 
to remove provisions for the control by the A.O.A. 
of its affiliated specialty groups. The amendments 
were presented to the membership of the College 
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during its annual meeting in Las Vegas, Nevada, 
February 6 to 9, 1961. The vote was one short of 
the necessary two thirds required for the adoption 
of the amendment. 

These proposals are in direct contravention of 
established requirements of the A.O.A., and, in par- 
ticular, the two here quoted: 

“Each of the specialty colleges or societies shall 
include in their by-laws under ‘Requirements for 
Membership’ the following statement: 

“An applicant shall be a member of the American 
Osteopathic Association, his divisional osteopathic 
society, and his local osteopathic society. If elected 
to membership he shall continue to be a member in 
good standing of the American Osteopathic Associ- 
ation, his divisional osteopathic society, and his 
local osteopathic society. Failure to maintain these 
memberships shall automatically terminate his 
membership in the specialty college or society.” 

This move to disassociate specialists from the 
supervision of the A.O.A. which initiated and spon- 
sored specialization standards and procedures is 
another move toward separation from the parent 
body and disunity within the osteopathic profes- 
sion. These proposed actions, occurring at a time 
when other factors call for greater unity, are dis- 
turbing and should be given serious thought by all 
concerned so that ill-advised and disruptive actions 
will not be permitted to occur. 

Since receipt of the letter referred to previously 
in this report, from Paul D. Foster, M.D., president 
of the California Medical Association, to the mem- 
bers of the C.M.A., a second such letter has been 
addressed to the delegates and alternates compris- 
ing the 1961 House of Delegates of the C.M.A. 

In it Dr. Foster reports that, since the earlier let- 
ter, “negotiations have continued and tentative 
agreement has been reached between the two ne- 
gotiating committees.” He enclosed a copy of a re- 
port submitted to the Council of the C.M.A. by the 
Committee on Other Professions, and which has 
been approved by the Council. It is, he said, “a 
digest of the broad principles followed by both 
organizations in their discussions. The agreement 
to be drawn up for both organizations to approve 
will be based on these principles.” (These “princi- 
ples” were outlined in “A Report to the Member- 
ship” in the January 1961 JouRNAL. ) 

Briefly summarized, they are as follows: That the 
California Osteopathic Association make arrange- 
ments with the College of Osteopathic Physicians 
and Surgeons for the issuance of M.D. degrees to 
its graduates, and to other osteopathic physicians 
in California upon completion of a refresher course; 
that the College change its name, eliminating the 
word “osteopathic,” and cease issuing D.O. degrees 
as soon as practical; that a new component society 
of the C.M.A. be formed, not limited as to geo- 
graphical area, to which D.O.’s who acquire an 
M.D. degree from C.O.P.S. (or its successor) will 
become eligible for election to membership; that 
amendment to the Business and Professions Code 
will be sought which would permit recipients of 
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the M.D. degree from C.O.P.S. to practice under 
one degree or the other as they so desire, but not 
under both, and would reduce the authority of the 
Board of Osteopathic Examiners so that it will func- 
tion solely for existing Doctors of Osteopathy who 
elect to practice as such and will no longer issue 
new licenses to practice osteopathy. 

As to timing, Dr. Foster listed the following pro- 
cedure: 

“1, A subcommittee which includes three Cali- 
fornia medical school deans is working on the many 
educational problems involved in the proposed 

lan. 
. “2. A special agreement for acceptance by both 
organizations is currently in draft form and is being 
refined by legal counsel for both CMA and COA. 

“3. This agreement will be submitted to the CMA 
Council for approval. It will also be submitted to 
the Board of Trustees of COA for approval. 

“4. If approved by both the above groups, the 
agreement would then be submitted to the CMA 
House of Delegates; if approved there, it would 
go to the House of Delegates of COA, meeting in 
May. 

3, If approved by all these bodies, the agree- 
ment would be binding on both sides and would be 
implemented as rapidly as possible. If approval is 
denied in any of the above steps, the agreement 
would be void.” 

One of the members of the A.O.A. in California 
has written cogently on the subject, and we quote 
some of his discerning statements: 

“The osteopathic profession has prospered and 
progressed in California to the extent that organ- 
ized medicine recognizes the threat to their monop- 
oly. The C.M.A., as a part of the A.M.A., has taken 
action to combat that threat by an all-out campaign 
to split the C.O.A. and the A.O.A. into warring fac- 
tions, by planting the seeds of destruction in our 
midst. 

“Members of our profession in positions of au- 
thority have been flattered and impressed with the 
importance of their own thinking and actions to 
the very brink of professional suicide. . . . 

“It is time for members of the C.O.A. to consider 
and realize the kind of deal we may expect to re- 
ceive in any negotiations with the C.M.A. and the 
A.M.A. We should consider the fact that approxi- 
mately 50 per cent of the practicing M.D.’s in Calli- 
fornia have no hospital connections or staff privi- 
leges. We should remember that the A.M.A. and 
the C.M.A. function under one of the most powerful 
and tightly controlled political machines ever to 
exist in a profession. It is time for us to reconsider 
the disadvantages of attempting to practice under 
a synthetic M.D. degree, which would not give us 
either any practice rights or allow us any represen- 
tation in the organization which could, and would, 
take over our hospitals and school. Our entire state 
organization would be scattered and disbanded and 
our unity for practice rights lost. Our numerically 
fewer voices would never be heard in our own hos- 
pitals and the decisions would definitely not be 


ours to make. Once the die is cast, we would be 
obliged to accept whatever the majority decided to 
take and try to like it. Reports have been circu- 
lated that this present crisis has arisen from seeds 
of dissension and destruction sown by the C.M.A. 
to the ultimate gain of organized medicine, with 
the elimination of the osteopathic profession. 

“The sum total of the achievements of the individ- 
ual members of the osteopathic profession is a 
measure of our progress in the health care of the 
nation. No M.D. degree will alter the achievement 
of the individual or the quality of the health care 
rendered by the individual. 

“The arguments for amalgamation are many and 
varied, but the benefits to be expected are likely 
to be intangible and available to a select group. 
Any benefits to the majority of the members of the 
profession cannot be expected. On the contrary, 
the majority of the membership can expect to have 
their practice right abridged. Loss of hospital staff 
privileges is almost a certainty. . . . 

“The osteopathic profession is the only group 
which is selling itself short. The public needs os- 
teopathic medicine, and the competition we must 
give to organized medicine.” 

We have quoted at length from letters and docu- 
ments so that the reader may judge for himself the 
seriousness of the events and actions already taken 
and contemplated. The tragedy is that certain mem- 
bers of the profession are aiding and abetting in 
the undermining of their own profession. That 
they would seriously consider the “deal” being of- 
fered to them is almost incredible. They would 
literally be “selling their birthright for a mess of 
pottage,” if they were to agree to the terms laid 
down in the “principles” on which an agreement 
would be based. 

The profession has made tremendous strides in 
its 6 or 7 decades and there are practically no limits 
to the further progress that it could make, with a 
unified front. Every state has enacted laws to en- 
able members of the profession to practice within 
its borders; the federal government has provided 
for the inclusion of osteopathic physicians in most 
public health laws passed by Congress in recent 
years; socioeconomic agencies administering the 
health care program in this country are favorable 
to a profession such as ours, if united; industry and 
foundations are beginning to recognize and support 
osteopathic programs; and the public has asked 
that we continue to make available to them the 


care which only well-trained osteopathic physicians . 


and surgeons can give. So why should a segment of 
the profession in one state now decide to raise a 
white flag? If the results of their proposed action 
would harm only themselves, it would be one thing, 
but their actions will have an effect far beyond the 
borders of their state. In the words of John Donne. 
“No man is an Island, entire of it self. Any man’s 
death diminishes me, because I am involved in 
Mankind.” So each of us is “involved” in the pro- 
fession, and its diminution or repudiation by one 
group affects all of us. 
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This is a time for each D.O., each professional 
group, and each divisional society to stand behind 
the stated will of the profession as expressed by its 
representative body, the A.O.A. House of Delegates, 
which has declared as its policy that “only as a sep- 
arate and distinct school of the healing arts can the 
osteopathic profession fulfill its duty to the public.” 
Until and unless that policy is officially changed, it 
remains as the expressed will of the majority, and 
in a democracy, we are accustomed to abide by the 
will of the majority. 


Osteopathic medicine can 
meet the challenge 


In “A Report to the Membership,” begun in the 
January JourNaL and continued above, the Execu- 
tive Director of the American Osteopathic Associa- 
tion presents a chronological review of the Califor- 
nia situation and the position of the A.O.A. Below 
is presented, almost in its entirety, the Editor's 
Progress Notes from the January 1961 Osteopathic 
Journal of Obstetrics and Gynecology. Written by 
Dr. Roy G. Bubeck, Jr., of Grand Rapids, Michigan, 
and titled “Osteopathic Medicine Can Meet the 
Challenge,” this editorial voices the reaction of 
many practicing physicians, particularly specialists, 
to the present development in California and in a 
specialty college. 


Osteopathic medicine apparently has reached an- 
other crossroads in its short history. Many osteo- 
pathic physicians as well as some allopathic phy- 
sicians and “interested lay people” seem to be of 
the opinion that the practice of osteopathy has 
reached the same point of existence that homeopa- 
thy reached not too long ago; namely, a period of 
disintegration and absorption by another major 
school of medicine. 

It is discouraging to note that well-meaning peo- 
ple have decided that they possess the ability to 
see into the future and predict the fate of such a 
fine profession as ours. There are those in the pro- 
fession who feel that they could best serve humani- 
ty by discontinuing the separate school of medical 
practice known as osteopathy and permit it to be 
usurped by the major medical profession. It is in- 
teresting to note that the amalgamation which is 
proposed in the State of California does not contain 
any absolute assurances that the individual privi- 
leges of the osteopathic physicians and surgeons 
could be preserved in such a union. 

Many osteopathic physicians have raised money 
to build osteopathic hospitals to provide high- 
standard health care for their patients. Many osteo- 
pathic physicians have spent additional time and 
effort to train themselves to provide outstanding 
services. It seems that these efforts are being jeop- 
ardized by the desire of a few eager individuals to 
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place the future of osteopathy in the history book 
as a temporary school of medicine. 

Fortunately some osteopathic physicians, who 
certainly have as much at stake as many others, 
have moved to stop this integration move before it 
became widespread in its activity. The osteopathic 
profession cannot afford to have its fortunes given 
away piecemeal by a few individuals in various 
sections of the country. The American Osteopathic 
Association has revoked the charter of the Cali- 
fornia Osteopathic Association and issued a charter 
to a group in that state who see fit to cooperate in 
building our profession to an even greater height of 
service. 

It seems that this is the time for all individuals 
who are interested in preserving two separate 
schools of medicine with equally high standards to 
come to the front and assure the people of this 
country, as well as osteopathic physicians, of their 
desire to keep this profession separate. The time 
has come to exert all the force at our disposal to 
increase the knowledge, training, and ability of the 
members of this profession. 

This is a challenge to those of us who feel that 
we should go it alone. We must build bigger and 
better hospitals; we must train more and more stu- 
dents in the various specialities; we must make 
available to those who have the ability all of the 
facilities for training and teaching that our profes- 
sion has at its command. Each specialty in our pro- 
fession must see to it that the graduates of osteo- 
pathic schools are given an opportunity to learn all 
phases of the profession. They must be given an 
opportunity to take postgraduate study second to 
none, as they engage in the practice of osteopathic 
medicine and surgery. Continuing education and 
advancement constitute a challenge which all osteo- 
pathic physicians and surgeons who are now in 
practice must meet. 

It is not enough now to say that you have been 
well educated, well trained, and well specialized in 
a branch of the healing arts. It is not enough to 
have fulfilled the qualifications for specialty prac- 
tice and to settle down to a comfortable life in that 
specialty. It is not enough to say that our hospi- 
tals have reached their goal and are providing ex- 
cellent health service. 

What is now needed is for those of us who have 
acquired additional training and hospital facilities 
in which to use this training to extend our learning 
and expand our facilities to the point where we can 
continue to keep pace with the modern trend in 
American medical care. If we do this, we cannot 
afford to amalgamate into one branch of service 
and go on as a single monopoly in medical care. 
If we do this, we can provide medical care on an 
equal standard, which is the American way of doing 
things. No one in this country objects to more than 
one religion, more than one labor union, more than 
one industrial plant, more than one business enter- 
prise. Therefore, no one can object to more than 
one outstanding high-standard medical profession. 
Let us meet this challenge at this time as we stand 


at the crossroads and again go forward together as 
a profession dedicated to adequate health care of 
the people. 


Medical history of 
World War II 


Military medical history contains some of the im- 
portant lessons of war. The skill gained by doctors 
under duress is of a different kind from that learned 
by careful research and contemplation; the inven- 
tiveness of the moment sometimes provides a hap- 
pier solution to medical and surgical problems than 
could ever be achieved “the long way.” This expe- 
rience is useful in peacetime: witness the great ad- 
vances in traumatic and plastic surgery that have 
grown out of wartime necessity. Further, the re- 
cording of these lessons would have great value 
in the unhappy event that physicians should ever 
again serve under combat conditions. 

The medical history of World War II has been 
a long time in the writing, and it is not yet com- 
plete. Of the history of the U. S. Army Medical 
Department, for example, only fifteen of the pro- 
jected forty-eight volumes have been published. 
The story of this history has been told elsewhere,} 
and it is a tale of difficulties and delays, with and 
without good reason. 

However, the books that have been completed 
are worth noting. All are available from the Super- 
intendent of Documents, Government Printing Of- 
fice, Washington 25, D. C. Titles in print and their 
costs are as follows: 


Of the series Surgery in World War II: General 
Surgery, $4.25; Hand Surgery, $3.75; Neurosurgery, 
Vol. I, $5.00; Neurosurgery, Vol. II, $7.00; Ophthal- 
mology and Otolaryngology, $5.00; Vascular Sur- 
gery, $4.25; Orthopedic Surgery in the European 
Theater of Operations, $4.00; Orthopedic Surgery 
in the Mediterranean Theater of Operations, $4.00; 
Physiologic Effects of Wounds, $3.50. 

Of the series Preventive Medicine in World 
War II: Personal Health Measures and Immuniza- 
tion, $3.25; Environmental Hygiene, $3.50; Com- 
municable Diseases Transmitted Chiefly Through 
Respiratory and Alimentary Tracts, $5.50. 

Miscellaneous titles: Cold Injury, Ground Type, 
$6.25; Hospitalization and Evacuation, Zone of In- 
terior, $4.00; Tabulating Equipment and Army 
Medical Statistics, $2.00. 


Copies of this history are being sent to the li- 
braries of the six osteopathic colleges, as well as 
the A.O.A. library, as titles become available. In 
addition, individual physicians are encouraged to 
obtain copies of their own, both to enhance their 
current practice and to prepare for that unhoped- 
for eventuality of another war. 


1. Coates, J. B., Jr.: U. S. Army Medical Department in World 
War II. J. Am. M. A. 165:241-253, Sept. 21, 1957. 


White House Conference 
on Aging 


LEONARD E. HEFFEL, Special Writer, Division 
of Public and Professional Service, American Osteo- 
pathic Association 


Despite their good intentions to discuss all facets of 
the problem of aging, the 2,700 delegates to the 
White House Conference on Aging, held January 9 
through 12 in Washington, D.C., found themselves 
involved in a political battle over only one issue— 
financing of health care—even before the confer- 
ence began. 

On January 5, Washington newspapers carried a 
story in which Wilbur J. Cohen, a professor at 
Michigan University who since has been appointed 
by President Kennedy as Assistant Secretary of 
Health, Education, and Welfare, charged that the 
conference was being “stacked” by organized medi- 
cine to oppose the plan to finance health care 
through Social Security. 

The charge was denied 2 days later by Dr. E. 
Vincent Askey, AMA president, who accused Cohen 
of trying to “distort the truth and engage in reckless 
smears in an effort to mislead the people.” 

By the time the conference opened, AFL-CIO 
president George Meany who, it subsequently de- 
veloped, had done some “stacking” of his own, had 
added more fuel to the fires by declaring that the 
AMA was less interested in health insurance than 
organized labor and gave the problems of the 
aged only “negative and hostile criticism” until 
other groups began to act. 

Dr. J. Lafe Ludwig, chairman of the AMA’s 
council on medical service, answered Meany by 
charging him with engaging in a “reckless campaign 
of rule-or-ruin and the public be damned.” Dr. 
Ludwig said that Meany’s “smear and hostility” 
tactics could wreck the conference. 

In this atmosphere, hundreds of other topics up 
for discussion at the conference were almost lost in 
the ensuing power struggle between the AMA and 
organized labor. 
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Considering the many months of planning which 
went into the conference and the urgency of the 
problems being discussed, it is unfortunate that 
both the AMA and organized labor chose to use the 
meeting as a political sounding board. 

The problems facing the nation’s 17 million per- 
sons over 65 years of age go far beyond the issue 
of who should pay for their health care. 

A pamphlet prepared by the Federal Council on 
Aging for delegates attending the White House 
Conference lists some of these problems. 

Many persons 65 or older live on low, fixed in- 
comes. Counted as individuals, 57 per cent of men 
had under $1,000 in income in 1958 and 80 per cent 
under $2,000. 

Old age assistance benefits are intended as a 
minimum income to be supplemented by savings or 
by other income. However, taking into account 
all sources of cash income, 1 in 5 retired couples and 
nearly 2 in 5 aged widows had either no income 
in addition to old age benefits or less than $75 a 
person for the year. 

Despite substantial evidence that older workers 
compare favorably with younger workers in pro- 
ductivity, stability, responsibility, and reliability, 
age discrimination in hiring continues to exist. 

As age increases the impact of chronic illness be- 
comes severe. More than half of persons 75 years 
and older are limited in their activities in varying 
degrees, thus further decreasing the possibility of 
finding employment. 

Older persons often have poorer quality housing 
than younger families and have neither the desire 
nor the income to move from deteriorating proper- 
ties in which they live. 

The completion of early adult responsibilities 
leaves hours and years of free time which can prof- 
itably be used for personal enrichment or can, in- 
stead, become an overwhelming burden. 

Compounding all these difficulties for elderly 
persons are the problems of deteriorating health 
and, often, the inability to pay for needed medical 
services. 

Older persons spend nearly twice as much for 
medical care as the total population and yet barely 
half of them are covered by any kind of health in- 
surance. 

Older persons require and utilize many more 
health services than younger people. Persons over 
75 years of age average more than seven physician 
visits a year. These persons often require an array 
of health services in addition to physician care in- 
cluding nursing service, health education, restora- 
tive services, home care, social services, and physi- 
cal therapy. 

In addition, older persons spend much more time 
in general hospitals than the young—an average of 
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1,778 hospital days per 1,000 persons as compared 
with 661 days per 1,000 persons under 65. 

The need for additional medical care results 
from six chronic conditions—arthritis and rheuma- 
tism, heart disease, high blood pressure, impaired 
vision, impaired hearing, and diabetes—which are 
much more prevalent in persons over 65. In addi- 
tion, over 3.5 million persons 65 and over suffer 
injuries each year, many resulting from falls in 
their home. 

The White House Conference on Aging was 
launched in September 1958, when Rep. John E. 
Fogarty (D-R.I.) introduced the appropriate legis- 
lation and the 85th Congress gave its approval. 

In the following 2 years all the states and terri- 
tories surveyed their aging needs, held state con- 
ferences, prepared their recommendations for ac- 
tion, and submitted them to Washington. More 
than 100,000 citizens participated in this work in 
all states. In addition, some 308 national voluntary 
organizations, including the American Osteopathic 
Association, which have their own programs in the 
aging field were asked to participate in the con- 
ference. 

Thus, this was to be a “grass roots” conference 
in which all problems of aging, medical, sociologic, 
psychologic, and economic, were to be discussed. 

The conference consisted of ten groups arranged 
into twenty major discussion areas and 133 smaller 
workshops. The ten groups were assigned the fol- 
lowing topics: 

Group I—Population trends and social and eco- 
nomic implications; income maintenance; impact of 
inflation on retired citizens; and employment se- 
curity and retirement 

Group II—Health and medical care and rehabili- 
tation 

Group III—Social services and family life, fami- 
ly relationships and friends 

Group IV—Housing 

Group V—Education 

Group VI—Role and training of professional per- 
sonnel 

Group VII—Free-time activities and recreation 

Group VIII—Religion 

Group IX—Research in gerontology, medical, 
biologic, and psychologic 

Group X—Local community organization; state 
organization; national voluntary services and serv- 
ice organizations; and federal organizations and 
programs. 

The immediate objective of the conference, as 
directed by the Advisory Committee, was the de- 
velopment of policy statements and recommenda- 
tions in each of the twenty discussion areas which 
will be submitted to President Kennedy. 

Policy statements were developed from recom- 
mendations of delegates at the workshop level, then 
voted upon, revised, and coordinated by delegates 
gathered in their respective major sections. The of- 
ficial policy statements of the twenty major sections 
were then presented at the two final plenary ses- 
sions of the conference. However, rules of the con- 
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ference prevented all delegates from voting on the 
policy statements at the plenary sessions. 

It was precisely this rule which resulted in the 
behind-the-scenes maneuvering by the AMA and 
organized labor in their effort to make the recom- 
mendations of a particular section seemingly repre- 
sent the wishes of the entire conference. 

Ten members of the American Osteopathic As- 
sociation attended the conference. They were: 

Dr. Roy J. Harvey, Midland, Michigan, AOA 
President, and Dr. Alexander Levitt, Brooklyn, 
N.Y., who served as delegates on invitation from 
the White House. 

Dr. Charles Naylor, Ravenna, Ohio, AOA Presi- 
dent-Elect, who was a special guest replacing 
Dr. True B. Eveleth, AOA Executive Director. 

Dr. Vincent P. Carroll, Laguna Beach, California, 
AOA Past President, who served as a member of the 
Advisory Committee of the conference. 

Dr. J. A. Walker, Royal Oaks, Michigan; Dr. P. R. 
Russell, Fort Worth, Texas; Dr. L. R. Hall, Kansas 
City, Missouri; Dr. J. B. Rapp, Glenn Riddle, Penn- 
sylvania; Dr. N. V. Oddo, Long Beach, California, 
and Dr. O. L. Brooker, Livonia, Michigan, all 
served as state delegates. 

Dr. Harvey and Dr. Levitt reported on the con- 
ference to the AOA Board of Trustees prior to the 
annual meeting in Miami Beach. Their recommen- 
dations to the Board included the employment in 
the AOA Central Office of a qualified medical econ- 
omist who would help develop active osteopathic 
participation in health and medical care of the 
aging under social security and other financing and 
in other third party medicine programs. 

The recommendations were referred by the Board 
to the Committee on Health Care for the Aging 
headed by Dr. Vernon H. Casner of Kirksville, Mis- 
souri. 

The AMA’s hopes to prevent the conference from 
endorsing a medical care plan tied to Social Security 
ran into trouble from the start. 

In a special “briefing” session for physician dele- 
gates held the day before the conference began, 
Dr. Benedict Duffy of Hudson County, New Jersey, 
protested the AMA’s propaganda package. 

“Don’t flood me with what I know isn’t true,” Dr. 
Duffy said. “I am a practitioner and I will stand 
with you. But I wish we could all be Americans 
first and physicians second.” 

Dr. Elkin Ravetz of Philadelphia echoed the 
sentiment when he said he wished the AMA were 
known for something rather than simply “against 
progress.” 

The AMA position was further weakened during 
the first afternoon of the conference when two off- 
cials of the Eisenhower administration—former 
Health Secretary Marion B. Folsom and former 
Labor Under Secretary Arthur Larson—openly en- 
dorsed the Social Security program. 

A statement on medical care plans was specif- 
ically the responsibility of the income maintenance 
section headed by former Social Security commis- 
sioner Charles I. Schottland. When Folsom, a Re- 
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publican, and a long-time leader in the aged care 
field, spoke out in this section endorsing the Social 
Security approach as the “the logical plan, and 
one which is endorsed by most students of the 
subject,” the delegates were obviously impressed 
and the AMA position became even more tenuous. 

Labor representatives, meanwhile, were effec- 
tively lobbying in nearly all the conference's 
twenty sections, trying to convince the delegates, 
regardless of what they were supposed to discuss, 
that the Social Security approach was the best way 
to finance health care. 

Springing to the counterattack, the AMA tried 
hard to have the health and medical care section 
endorse a statement which would offset that which 
was obviously going to come from the income 
maintenance section. 

Dr. Leonard Larson, AMA president-elect, argued 
that the rules barred his group from making any 
recommendations in the financing field, but he 
finally yielded. 

By a vote of 165 to 122, Dr. Larson’s section 
adopted a statement that “existing Federal-state 
matching programs will provide effective, economi- 
cal, dignified medical care for our elderly who need 
help. Compulsory health care inevitably results in 
poor-quality health care. We therefore feel that 
health care under the Social Security mechanism is 
unnecessary and undesirable.” 

Robert W. Kean, former New Jersey Republican 
congressman who was chairman of the conference, 
immediately ruled the statement out of order. After 
meeting with Charles Schottland and Dr. Larson, 
he agreed to a compromise in which the health and 
medical care section struck out the attack on the 
Social Security mechanism but retained the state- 
ment that “compulsory health care inevitably re- 
sults in poor care.” 

The following day, as expected, the income 
maintenance section voted 170 to 99 in favor of 
health care under Social Security. 

Several other sections voted to include endorse- 
ments of the Social Security approach in their rec- 
ommendations, but their actions were voted out of 
order as was a move to have a mass vote by all 
delegates. 

In the weeks following the meeting, organized 
labor crowed over its victory while the AMA cried 
“foul.” 

An editorial headlined “A Lesson in Deception” 
which appeared in the February 6 issue of AMA 
News noted: 

“The vote of one section could not wid did not 
represent the sentiment of all the delegates—or 
that of the ‘grassroots.’” 

On the other hand, the AFL-CIO News said 
editorially, “The White House Conference has pro- 
duced substantial evidence that the American peo- 
ple are ready to support a program of health care 
for the aged under social security.” 

The AMA News continued: 

“As far as the question of financing health care 
for the aged is concerned, the White House Con- 
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ference provided nothing new—except, perhaps, 
the extent to which exponents of Forand-type legis- 
lation will go in an effort to further their campaign. 

“The conference did, however, accomplish one 
thing: It probably will discourage any such con- 
ferences in the future.” 

In summarizing the conference, newspapers and 
magazines across the country echoed this sentiment 
but, at the same time, also labeled the conference 
for what it was—an exercise in democratic action 
which somehow was led astray by political maneu- 
vering. 

Despite the controversy over financing health 
care, the conference did manage to discuss other 
pressing problems of the aged and to make specific 
recommendations for their solution. Perhaps the 
most significant for physicians was one by the 
medical research section that an Institute of Aging 
Research be created within the National Institutes 
of Health. 

The institute would cost about $20 million to 
establish, and it would centralize the widely scat- 
tered research projects into physical and mental 
disorders of the aged as well as coordinate plans to 
develop a corps of geriatric specialists. 

The section also recommended “full, Federal 
support, without matching funds” for construction 
of laboratories and special animal facilities for re- 
search programs in aging, in universities, medical 
schools, and other appropriate institutions. 

Specific areas of research which were to be en- 
couraged included functional studies of senescent 
cells, especially in relation to molecular, histologic, 
histochemical, and biochemical technics; investiga~ 
tion of the extent to which the functional activities. 
of fixed postmitotic cells depend upon continued 


gene action; and investigation of the extent’ to} 


which somatic mutation in both dividing and fixed’ 
postmitotic cells contribute to the debilities’ of 
aging. 

Other section recommendations included: + ** 

Creation of a federal aging coordinating agency 
and a central national voluntary coordinating body 

as well as formation of local-and state committees. 

Adjustment of old age benefits to changes in 
prices and wages, similar to cost-of-living changes 
in labor contracts. a 

Development of voluntary accreditation pro- 
grams to insure high standards of care for nursing 
homes and similar institutions. 

Improvement ‘of vocational rehabilitation serv- 
ices so that older disabled persons may maintain or 
regain their ability to work. 

Improved health maintenance education and 
stronger controls over advertising and labeling of 
products for the aged. 

The complete set of recommendations from the 
conference is being correlated and will be pre- 
sented to President Kennedy sometime in April. 


Whether they will form the basis for legislative _ 


action, and whether, in the final analysis, the fran- 
tic political activity during the conference will have 
any effect, remains to be seen. 
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American Osteopathic Association 1960-61 Officers-Trustees-Chairmen 


OFFICERS 


President Roy J. Harvey 
President-Elect Charles L. Naylor 
Past Presidents Galen S. Young 
George W. Northup 
First Vice President Wesley B. Larsen 
Second Vice President Loren R. Rohr 
Third Vice President James H. McCormick 
Executive Director True B. Eveleth 
Treasurer Mr. Kenneth L. Ettenson 
Business Manager Mr. Walter A. Suberg 
Editor To be selected 


TRUSTEES 


Roy J. Harvey, Charles L. Naylor, Galen S. Young, George 
W. Northup, Wesley B. Larsen, Loren R. Rohr, James H. 
McCormick (officer-members); Robert D. Anderson, Lydia 
T. Jordan, Wallace M. Pearson, Herbert L. Sanders, Camp- 
bell A. Ward (terms expire 1961); J. Scott Heatherington, 
J. Edward Sommers, William B. Strong (terms expire 
1962); J. Mancil Fish, John W. Hayes, Earl K. Lyons, 
Eugene D. Mosier, Ira C. Rumney (terms expire 1963); 
W. S. Horn and Richard E, Eby, to serve until next 
regular meeting of the House. 


James H. McCormick 
Third Vice President 


EXECUTIVE COMMITTEE 


Roy J. Harvey Charles L. Naylor Ira C. Rumney 
Galen S. Young Wesley B. Larsen Wallace M. Pearson 


HOUSE OF DELEGATES—OFFICERS 


Speaker Charles W. Sauter, II 
Vice Speaker Philip E. Haviland 


CHAIRMEN 


Department of Professional Affairs, Ira C. Rumney 
Bureau of Professional Education, Clyde C. Henry 
Committees: 
Colleges, George W. Northup 
Hospitals, Robert D. McCullough 
Accreditation of Postgraduate Training, William Baldwin, Jr. 
Advisory Board for Osteopathic Specialists, Thomas J. Meyers 
Student Loan Fund, Robert N. Evans 
Bureau of Research, Otterbein Dressler, Acting Chairman 
Bureau of Organizational Affairs, Wallace M. Pearson 
Committees: 
Distinguished Service Certificates, J. Scott Heatherington 
Ethics, Wesley B. Larsen 
Membership, John W. Hayes 
Veterans Affairs, Robert E. Morgan 
Constitution and By-Laws, J. Scott Heatherington 
A.O.A. Publications, Wesley B. Larsen 
Bureau of Conventions, True B. Eveleth 
Committees: 
Program, W. Clemens Andreen 
A. T. Still Memorial Lecture, Wallace M. Pearson 
Scientific Exhibit, Wilbur V. Cole 


Department of Public Affairs, Wallace M. Pearson 
Bureau of Public Education on Health, Eugene D. Mosier 
Bureau of Public and Industrial Health, Robert D. Anderson 
Committees: 
Medical Care Plans, Theodore F. Classen 
Health Care for the Aging, Vernon H. Casner 
Bureau on Disaster Medical Care, Raymond W. Hanna 


Department of Business Affairs, Charles L. Naylor 
Bureau of Finance, George W. Northup 
Bureau of Insurance, John W. Mulford 


Council on Federal Health Programs, Carl E. Morrison 
Council on Development, William B. Strong 


Ad Hoc Committees 
Conference, Otterbein Dressler 
Osteopathic Progress Fund, Earl K. Lyons 
Mead Johnson Grants, John W. Mulford 
Manual of Procedure (Joint House-Board), Lydia T. Jordan 
A.O.A. Organizational Structure, J. Mancil Fish 
Expansion of Central Office Facilities, Carl E. Morrison 
Committee on Clinical Study, Allan A. Eggleston 
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A Message from the President 
of the American Osteopathic Association 


> This is THe Journat’s Specialty Certifica- 
tion Number. As has been done every year 
for 8 years, the Advisory Board for Osteopathic 
Specialists and each of the specialty boards 
present their credentials—their reasons for being, 
and their mandates and procedures. 

The significance of this annual presentation 
cannot be overemphasized. It reflects constant 
and continuous striving for the best. It measures 
the development of a body of controls which, 
since 1939, has spelled out what the profession 
demands, and the public may expect, of oste- 
opathic specialty care. | 

The Advisory Board for Osteopathic Special- 
ists, as the coordinating body of individual spe- 
cialty boards, is an agency of the Board of 
Trustees of the American Osteopathic Associa- 
tion. It is made up of sixteen voting members: 
one from the A.O.A. Board of Trustees; two 
from the A.O.A. Bureau of Professional Educa- 
tion; one from the Association of Osteopathic 
Colleges, and one each from the twelve oste- 
opathic specialty boards. Its secretary is the 
director of the A.O.A. Office of Education. 

The primary business of specialty boards is 
to establish and maintain patterns of postdoctoral 
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education and certification. Each in its own 
sphere sets up standards and passes upon appli- 
cations for certification. More than this, the 
boards serve as mediums of exchange of experi- 
ence and conviction, where judgment may be 
mellowed, and effort may become increasingly 
cooperative. The Advisory Board acts as a liaison 
body between specialist general practitioner, to 
the enhancement of the services of both. 

The person who holds membership on a spe- 
cialty board is not to be envied. His is a post 
of critical responsibility, of continuous routine, 
often of controversy and censure. Men and 
women who so act do a great service to their 
profession and the public. They are instrumental 
in improving, modernizing and protecting post- 
doctoral educational processes under osteopathic 
auspices. They are to be congratulated and 
honored. It is not easy to act as watchdogs of 
excellence. 


201 W. Ellsworth Street, Midland, Michigan 
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A.O.A. trustees hold midyear 


meeting in Miami Beach 


> Following upon the annual con- 
vention’s departure from custom, 
the Association’s Board of Trustees 
held its regular midyear meeting in 
Miami Beach, Florida. This was 
not only the Board’s first winter 
meeting away from Chicago, but 
was also its first midyear meeting 
as part of an annual convention. 
The Board’s order of business, 
however, was little changed. It was 
concerned with forwarding legisla- 
tion passed by the House of Dele- 
gates at its regular meeting in July, 
and with taking care of its own 
administrative business. It viewed 
the wide front of professional ef- 
fort, and acted upon the recom- 
mendations of the Association’s 


various committees. President Roy 
J. Harvey, Midland, Michigan, was 
in the chair. 


Changes in personnel and 
structure e Appointed to serve as 
trustees until the next regular 
meeting of the House of Delegates 
were Dr. W. S. Horn, Palmetto, 
Florida, and Dr. Richard E. Eby, 
Pomona, California. They replace 
Dr. Dominic Raffa, Kansas City, 
Missouri, and Dr. Russell M. 
Husted, Long Beach, California. 

Board member Wallace M. Pear- 
son, Kirksville, Missouri, was 
named to succeed Dr. Husted as 
chairman of the Department of 
Public Affairs, and as a member of 
the A.O.A. Executive Committee. 
Dr. Otterbein Dressler, Detroit, 
was made acting chairman of the 
Bureau of Research, to succeed Dr. 
Robert A. Galbraith, Riverside, 
California. Dr. W. Clemens An- 
dreen, Wyandotte, Michigan, was 


Horn, Palmetto, Florida, left, and Richard 
E. Eby, Pomona, California, visit with Dr. 


approved as chairman of the Com- 
mittee on Program for the 1962 
Convention. 

A change in structure came in 
the Board’s action to raise the Ad 
Hoc Committee on Disaster Medi- 
cal Care to the status of a Bureau, 
under the Department of Public 
Affairs. Dr. Raymond W. Hanna, 
Kansas City, Missouri, continues as 
chairman. The Board approved the 
interim appointments of Drs. J. 
Wesley Elbert, Petersburg, Indiana, 
H. Kay Dooley, Pomona, Califor- 
nia, and Mr. Paul Stitzel, Warrens- 
ville Heights, Ohio, as committee 
members. 


Membership e In the period from 
January 1960 to January 1961, the 
Association gained 285 members, 
as reported by Dr. John W. Hayes, 
East Liverpool, Ohio, chairman of 
the Committee on Membership. On 
the first of the year, membership 
stood just 24 short of 11,000. Dur- 
ing the year only 201 members 
were dropped for nonpayment of 
dues, as compared to 568 in 1957 
and 710 in 1955. The total number 
of osteopathic physicians on Janu- 
ary 1 was 13,921. 

The committee granted life mem- 
berships to Dr. C. C. Akers, Lynch- 
burg, Virginia, and Dr. W. C. Gor- 
don, Sioux City, Iowa. 


Funds and Grants ¢ Osteopathic 
Progress Fund receipts of $491,836 
were reported by Robert Bennett, 
Chicago, OPF director. This is an 
increase of $163,657 over the first 
6 months of the fiscal year. 

The Committee on Student Loan 
Fund, as reported by Chairman 


Newly appointed A.O.A. Trustees W. S. 


Ira C. Rumney, Ann Arbor, Michigan, the 


Board's senior member in point of continu- 
ous service. 
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Robert N. Evans, La Grange, Illi- 
nois, has so far this year granted 
82 loans totaling $59,275, an in- 
crease of 20 loans and close to $20,- 
000 over this period last year. 

The Committee on Mead John- 
son Grants, headed by Dr. John W. 
Mulford, Cincinnati, reports that 
during the past 6 years, this phar- 
maceutical company has contrib- 
uted $36,000 to graduate education 
for young osteopathic physicians. 
Twenty-three young men and 
women have benefited, and nine 
more will be added to the list in 
1961. 


Education e Current enrollment 
in the six osteopathic colleges totals 
1,944, according to the report of 
Lawrence W. Mills, Chicago, 
A.O.A. Director of Education. Of 
this number, 506 are seniors, 457 
juniors, 485 sophomores, and 496 
freshmen. In spite of the growing 
competition for medical students, 
Mr. Mills pointed out, applications 
to osteopathic colleges have for sev- 
eral years maintained the same 
level, and entering classes show a 
definite scholastic improvement. 


P. and P.S. ¢ As director of the 
Division of Public and Professional 
Service, Robert A. Klobnak report- 
ed these recent developments: Re- 
lease of the motion picture, “Amer- 
ican Doctor,” shown during the Mi- 
ami Beach convention; publication 
of the booklet, “Focus on Re- 
search,” to be reprinted in full in 
the A.O.A. publication D.O.; and 
participation in the Ninth Civil De- 
fense Council in Minneapolis, the 
Dartmouth College Conference on 
“Great Issues of Conscience in Mod- 


As the special meeting of the House of 
Delegates, he'd during convention in Miami 
Beach, gets under way, the Credentials 
Committee certifies delegates. Committee 
members are Drs. A. Hollis Wolf, John A. 
Cifala, and W. Clemens Andreen. 
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ern Medicine,” the White House 
Conference on Aging, and the Na- 
tional Health Council clinic on 
films. In December the Division 


staged a Forum on Communica- 
tions, in Central Office in Chicago, 
to aid A.O.A. delegates in their 
participation in the National Health 
Forum being held this month in 
New York City. 


The Auxiliary's convention display of materials used in the 1960 Christmas Seal Campaign 


The California situation ¢ Board 
action in relation to the osteopathic 
profession in California is reported 
in the Editorial section of this issue. 

The next regular meeting of the 
Board of Trustees will be held in 
Chicago, July 6, 7, and 8, in con- 
junction with the annual meeting 
of the House of Delegates, which 
will be held July 9 to 12. 


lead Dr. Phil R. Russell, Fort Worth, Texas, to drop a contribution into the jar held by 
Mrs. George W. Northup, Madison, New Jersey. Mrs. Northup headed A.A.O.A. pro- 
motion of the year's campaign, the thirtieth in support of student loans and research. 
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COUNCIL ON FEDERAL 


Health insurance for aged 


> In his Special Message on 
Health and Hospital Care on Feb- 
ruary 9, President Kennedy told 
Congress he was recommending 
enactment of a health insurance 
program financed under the Social 
Security system under which bene- 
fits would be available to all per- 
sons aged 65 and over who are 
eligible for social security or rail- 
road retirement benefits. A draft 
of the proposal was sent to Con- 
gress on February 13 and promptly 
introduced by Representative Cecil 
R. King of California, as H.R. 4222, 
and by Senator Clinton P. Ander- 
son of New Mexico, as S. 909, with 
sixteen cosponsors. 

The 67-page bill adds a new 
tithe XVI—Health Insurance Bene- 
fits for the Aged—to the Social Se- 
curity Act and amends the Internal 
Revenue Code to increase social 
security taxes % of 1 per cent on 
both employers and employees and 
% of 1 per cent on the self-em- 
ployed, effective in 1963, and raises 
the taxable earnings base from 
$4,800 to $5,000 in 1962. 


Highlights of H.R. 4222 
and S. 909 


Scope and duration of benefits 
provided e The services for which 
payment would be made under the 
proposal would be: (1) inpatient 
hospital services for up to 90 days. 
Hospital services would include all 
those customarily furnished by a 
hospital for its patients, and would 
be subject to a deductible amount 
(paid by the patient) of $10 a day 
for up to 9 days, with a minimum of 
$20; (2) skilled nursing home serv- 
ices, after the patient is transferred 
from a hospital, for up to 180 days; 
(3) outpatient hospital diagnostic 
services, as required, subject to a 
$20 deductible amount for each 
diagnostic study; (4) home health 
services for up to 240 visits during 
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HEALTH 


PROGRAMS 


a calendar year. These services 
would include intermittent nursing 
care, therapy, and part-time home- 
maker services. 

An individual could be eligible 
for up to 90 days of hospital serv- 
ices and 180 days of skilled nursing 
home services in each period of 


Address communications to the 
Council on 
Federal Health Programs 
1757 K Street, N.W. 
Washington, D.C. 


illness, but subject to a maximum 
of 150 “units of service.” A unit of 
service would be equal to: 1 day 
of inpatient hospital services or 2 
days of skilled nursing home serv- 
ices. Thus, if during a period of 
illness a beneficiary transferred 
from a hospital to a skilled nurs- 
ing home after 60 days, payment 
could be made for the 60 days of 
hospital care and for up to 180 
days of his skilled nursing home 
care. If the beneficiary transferred 
after 95 days in the hospital, pay- 
ment could be made for 90 days 
of hospital care and up to 120 days 
of his skilled nursing home care. 
A “new period of illness” would 
not begin until 90 days had elapsed 
in which the patient was neither 
in a hospital nor a skilled nursing 
home. 


Basis of reimbursement e Pay- 
ments to the providers of service 
would be made on the basis of the 
reasonable cost incurred in pro- 
viding care for beneficiaries. The 
amount paid under the program 
would be payment in full for cov- 
ered services, except, of course, 
that the provider could charge the 
patient the amounts of the deduc- 
tibles and extra charges for a pri- 
vate room or private duty nursing. 


Administrative aspects ¢ Respon- 


sibility for administration of the 


program for social security bene- 
ficiaries would rest with the Sec- 
retary of Health, Education, and 
Welfare. Considerable reliance 
would be placed upon the states 
to assure that local conditions 
would be taken into account. The 
Secretary would consult with ap- 
propriate state agencies and recog- 
nized national accrediting bodies in 
formulating the conditions of par- 
ticipation for providers of service. 
In addition, the Secretary would 
have the authority to utilize state 
agencies to perform the adminis- 
trative functions of determining 
whether a provider meets the con- 
ditions for participation and to pro- 
vide consultative services to pro- 
viders. Provision would be made 
for the establishment of an Ad- 
visory Council which would advise 
the Secretary on policy matters in 
connection with administration. 
In order to be eligible to partici- 
pate in the program, providers of 
service would have to meet speci- 
fied conditions to assure the health 
and safety of the beneficiaries. If 
it desired, a state could recommend 
that more strict conditions be ap- 
plied with respect to providers of 


service within the state. 


Effective dates e Payments would 
be made with respect to inpatient 
hospital, outpatient hospital diag- 
nostic, and home health services 
provided on or after October 1, 
1962, and for skilled nursing home 
services furnished on or after July 
1, 1963. 


Summary of S. 937 


In addition to the President’s pro- 
posal embodied in H.R. 4222 and 
S. 909, there was introduced in the 
Senate on the same day, February 
13, 1961, by Senator Jacob K. Jav- 
its of New York and eight other 
Republican senators, S. 937, “A 
Bill to provide for a program of 
federal matching grants to the 
states to enable the states to pro- 
vide health insurance for individu- 
als aged 65 or over at subscription 
charges such individuals can pay.” 


Description e A voluntary partici- 
pating health benefits plan for per- 
sons 65 years old or over provid- 
ing preventive, diagnostic, and 


short-term illness benefits, or long- 
term catastrophic or chronic illness 
benefits, or insurance benefits 
through contributions of state and 
federal governments. 


Persons eligible e¢ All persons 65 
years of age and over, who are 
not recipients of public assistance 
(and thus eligible for medical 
benefits under other provisions of 
the bill) whose income does not 
exceed $3,000 for an individual or 
$4,500 per couple. Eleven million 
persons would be eligible imme- 
diately, not including the 2.4 mil- 
lion receiving public assistance, 
taking in substantially all aged 
persons in need of assistance with 
their health care costs. 


Benefits « The state plan must 
contain three options for the sub- 
scriber: (a) Preventive, diagnostic, 
and short-term illness benefits with 
specified minimum services which 
may be increased to a maximum 
cost of $128 per year; (b) Long- 
term illness benefits with specified 
minimum services which may be 
increased to a minimum cost of 
$128 per year; (c) Private insurance 
benefits, under which 50 per cent 
of the cost of a private insurance 
plan, up to a maximum of $60 per 
year, is paid for. 

Minimum benefits specified per 
year under the preventive and 
short-term care plan must include: 
(a) 21 days of hospital care, or 
nursing care at a ratio of 3 nurs- 
ing home days per hospital day; 


(b) physician services for 12 home 
or Office visits; (c) first $100 of 
costs for ambulatory diagnostic 
laboratory and x-ray services; and 
(d) 24 days of visiting nurse or 
other home health care services. 

Typical maximum benefits under 
the preventive care plan could in- 
clude: (a) 45 days of hospital care 
or equivalent nursing home care; 
(b) physician services for 12 home 
or office visits; (c) total costs for 
ambulatory diagnostic laboratory 
and x-ray services; and (d) 135 days 
of home health care services. It 
could also include any other type 
of medical services provided for by 
the state plan. 

Minimum benefits specified per 
year under the long-term cata- 
strophic or chronic illness plan 
must include 80 per cent of the 
following costs, after payment of 
the first $250 of medical expenses: 
(a) 120 days of hospital care; (b) 
surgical service provided in a hos- 
pital; (c) full nursing home serv- 
ice; (d) full visiting nurse or other 
home health care services. 

An individual state’s typical max- 
imum benefits under the long-term 
illness plan could include 80 per 
cent of the following, after pay- 
ment of the deductible amount: (a) 
180 days of hospital care; (b) full 
nursing home care; (c) full home 
health care services: (d) surgical 
services anywhere; (e) first $200 
of laboratory and x-ray services; (f) 
first $350 of prescribed drugs; and 
(g) other physician, major dental, 
and private duty nurse services. 


Benetfis could also be improved by 
reducing the deductible amount. 


Enrollment fee e To be deter- 
mined by the state subject to the 
approval of the Secreary of Health, 
Education, and Welfare, with a 
minimum of 10 per cent of per 
capita costs—generally $9 to $12.80 


per year. 


Financing e Cost above the 
amount realized from enrollment 
fees is shared between the state 
and federal governments. The 
maximum benefit package eligible 
for such sharing is $128 per capita 
per year. Federal participation is 
between 66% and 33% per cent de- 
pending upon state per capita in- 
come, averaging nationally to 50 
per cent. The median cost to the 
federal government of the plan is 
estimated at about $450 million 
a year. 


Other provisions e 

1. Grants to states for assistance 
in establishing these programs; 

2. Establishment of an Advisory 
Council on Health Insurance; 

3. Permission for enrollment fees 
to be paid by employers or pen- 
sion funds, thus permitting collec- 
tive bargaining or other arrange- 
ments during the working life for 
their payment; 

4. Periodic opportunities to 
change between the different plans; 

5. Hearings before a state agen- 
cy on claims which have been 
denied. 


The President’s Schedule 


As President of the American Osteopathic Asso >‘at‘on, Dr. Roy J. Harvey is scheduled to attend 
these conventions and meetings: 


Colorado Osteopathic Association, Colorado Sp ‘ings 
National Osteopathic Child Health Conference, Kansas City, Missouri 
Illinois Osteopathic Association, Chicago 
Tennessee Association of Osteopathic Physician; and Surgeons, Chattanooga April 30-May 3 
Texas Association of Osteopathic Physicians and Surgeons, San Antonio 

Arkansas Osteopathic Association of Physicians and Surgeons, Little Rock 
Arizona Society of Osteopathic Physicians and Surgeons, Phoenix 

Indiana Association of Osteopathic Physicians and Surgeons, French Lick 
West Virginia Society of Osteopathic Medicine, Huntington 


April 13-15 
April 17-19 
April 20-23 


May 4-6 
May 6-7 
May 12-14 
May 20-23 
May 20-23 
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28 A.O.A. staff members 


serve at Convention 


> Twenty-eight members of the 
Central Office Staff, Chicago, at- 
tended the Miami Beach Conven- 
tion, to serve in widely varying 
capacities. Heading their activities 
were A.O.A. administrative officers 
Dr. True B. Eveleth, Executive 
Director, Walter A. Suberg, Busi- 
ness Manager, and Kenneth L. 
Ettenson, Treasurer. Members of 
the staff included: 

Executive department: Dorcas 
Sternberg, Mortimer T. Enright, 
Marie Bierbaum, Luise Van Hook, 
Josephine Taylor, Josephine L. 
Seyl, and Patricia A. Guinand. 


Dr. Wilber V. Cole, Kansas City, Missouri, 
chairman of the convention's scientific ex- 
hibit, left, talks with Central Office staff 
members Ann Marie Wittner, Ruby Hanks, 
and Robert Bradner. 
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Business office: Ruby Hanks, Julia 
Goldschmidt, Ann Wittner, Charles 
Bertel, and Michael Roche. 

Division of Public and Profes- 
sional Service: Robert A. Klobnak, 
director, Otha W. Linton, Robert 
Bradner, Leonard Heffel, Irene 
Silberg, and Eileen Dyba. 

Editorial department: Katherine 
Becker and Betty M. Kanameishi, 
associate editors. 

Membership department: Caro- 
line M. Wells, supervisor. 

Office of Education: Lawrence 
W. Mills, director, and Dr. Harry 
A. Lichty. 

Legal department: Milton Mc- 
Kay, general counsel. 

Osteopathic Progress Fund: 
Robert Bennett, director. 


Administrative assistants Marie Bierbaum 
and Mortimer T. Enright of the Central Of. 
fice Executive Department confer during the 
meeting of the Board of Trustees in Miami 
Beach. 


‘Abstract of Laws’’ and 
“Focus on Education” 
reprinted 


Reprints of two A.O.A. publica- 
tions, “Abstract of Laws” and “Fo- 
cus on Osteopathic Education,” 
are now off the press. The first, 
“Abstract of Laws and Regulations 
Governing the Practice of Osteop- 
athy,” is a reprint of the fifteenth 
edition published by the A.O.A. 
Department of Information and 
Statistics on January 1, 1960. It 
gives the latest available informa- 
tion on laws and regulations of the 
fifty states, the District of Colum- 
bia, Puerto Rico, and the six prov- 
inces of Canada. It also lists states 
offering unlimited licenses, those 
whose boards accept certificates of 
the National Board of Examiners 
for Osteopathic Physicians and Sur- 
geons, that require annual registra- 
tion, and that have basic science 
laws. 

_ “Focus on Osteopathic Educa- 
tion” is one of the series of book- 
lets produced by the Division of 
Public and Professional Service, 
addressed primarily to foundations, 
insurance companies, national 
health associations, and medical 
science writers. 


: 


Advisory Board 
for Osteopathic Specialists 


and Boards of Certification 


Advisory Board for 
Osteopathic Specialists 


THOMAS J. MEYERS, D.O., Chairman 


The Advisory Board for Osteopathic Specialists was 
organized in 1939 to meet the needs of a developing 
situation concomitant with the growth of special- 
ization in medicine. To standardize the backgrounds 
of the various specialties and to give them an 
authoritative position, the American Osteopathic 
Association entered the picture through its agency, 
the Advisory Board. 

The Advisory Board is not only the authoritative 
group that establishes and maintains standards of 
specialization and the pattern of training for the 
various specialties, but it is also a meeting place 
for the exchange of experiences, for the mellowing 
of judgments, and for the cooperative effort of 
the various specialty boards and the educational 
and hospital-training groups of the profession. Time 
has matured the workings of the specialty program 
within the profession and has given the Advisory 
Board a respected role in its supervisory functions. 
The Board finds that a certain amount of informing 
activity has become necessary, to keep the profes- 
sion as a whole aware of what is currently offered 
in the way of research and service. The place of the 
Advisory Board in the general educational structure 
of the profession has become increasingly signifi- 
cant. 

In the current period of stress within the pro- 
fession, the specialties program stands out more 
prominently than almost any other as being identi- 
fied with the American Osteopathic Association. It 
is clear that an osteopathic specialist has no authori- 
tative base except within the National body. 
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The Advisory Board is composed of one repre- 
sentative and one alternate from each approved 
certifying board, one representative of the Board 
of Trustees of the American Osteopathic Associa- 
tion, and representatives from such other groups as 
are interested in the education, examination, and 
certification of osteopathic specialists. The Advisory 
Board, represented by its Chairman, is a member of 
the Bureau of Professional Education. 

Member organizations comprising the Advisory 
Board of Osteopathic Specialists are twelve boards 
of specialty certification, the Board of Trustees of 
the American Osteopathic Association, the Bureau 
of Professional Education, the American Associa- 
tion of Osteopathic Colleges, and the Central Office 
of the American Osteopathic Association. The vot- 
ing membership totals 16. 

The Chairman, Vice Chairman, and two members 
of the Bureau of Professional Education are ap- 
pointed by the President of the American Osteo- 
pathic Association; the Secretary is provided by the 
Central Office and two members of the Executive 
Committee are elected by the Board itself. All offi- 
cers with the exception of the Secretary serve 2-year 
terms. 


Membership of the Advisory Board for 
Osteopathic Specialists, 1961 


BOARD OF TRUSTEES OF THE AMERICAN OSTEO- 
PATHIC ASSOCIATION—John W. Hayes 

BUREAU OF PROFESSIONAL EDUCATION: Dale Dod- 
son; William L. Silverman 

AMERICAN ASSOCIATION OF OSTEOPATHIC COL- 
LEGES—Robert A. Kistner 

CENTRAL OFFICE—AMERICAN OSTEOPATHIC AS- 
SOCIATION—Mr. L. W. Mills, Secretary; Harry A. 
Lichty, Assistant Secretary 

AMERICAN OSTEOPATHIC BOARD OF ANESTHESI- 
OLOGY—J. Craig Walsh; Alternate: K. George Toma- 
jan 
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AMERICAN OSTEOPATHIC BOARD OF DERMATOL- 
OGY—Sidney D. Rothman; Alternate: Walter L. Willis 

AMERICAN OSTEOPATHIC BOARD OF INTERNAL 
MEDICINE—Stuart F. Harkness; Alternate: Neil R. 
Kitchen 

AMERICAN OSTEOPATHIC BOARD OF NEUROLOGY 
AND PSYCHIATRY—K. Grosvenor Bailey; Alternate: 
Floyd E. Dunn 

AMERICAN OSTEOPATHIC BOARD OF OBSTETRICS 
AND GYNECOLOGY—Jacquelin Bryson; Alternate: 
Dorothy J. Marsh 

AMERICAN OSTEOPATHIC BOARD OF OPHTHAL- 
MOLOGY AND OTORHINOLARYNGOLOGY—Ralph 
S. Licklider; Alternate: Clifford C. Foster 

AMERICAN OSTEOPATHIC BOARD OF PATHOLOGY 
—O. Edwin Owen; Alternate: W. Harriet Davis 

AMERICAN OSTEOPATHIC BOARD OF PEDIATRICS— 
Nelson D. King; Alternate: William S. Spaeth 

AMERICAN OSTEOPATHIC BOARD OF PHYSICAL 
MEDICINE AND REHABILITATION—Harvey S. 
Taylor; Alternate: Robert C. Ruenitz 

AMERICAN OSTEOPATHIC BOARD OF PROCTOLOGY 
—Carlton M. Noll; Alternate: Lester I. Tavel 

AMERICAN OSTEOPATHIC BOARD OF RADIOLOGY— 
John W. Tedrick; Alternate: Theodore C. Hobbs 

AMERICAN OSTEOPATHIC BOARD OF SURGERY— 
Arthur M. Flack, Jr.; Alternate: Howard A. Graney 


COMMITTEES, 1961 


Executive Committee—Thomas J. Meyers, Chairman; Nor- 
man W. Arends, Vice Chairman; Mr. L. W. Mills, 


Secretary; Harry A. Lichty, Assistant Secretary; Neil 
R. Kitchen 

Review Committee (six members )—Appointed annually not 
later than 30 days before the time of annual meeting 

Appeal Committee (five members )—Appointed when deemed 
necessary by the Chairman of the Advisory Board with 
the approval of the Executive Committee 

Committee on Basic Documents—Carlton N. Noll, Chair- 
man; Robert C. Ruenitz; J. Craig Walsh 


Revised rules of organization 
and procedure 


ARTICLE I—NAME 


Sec. (a) The name of this body shall be the Ad- 
visory Board for Osteopathic Specialists. 

Sec. (b) This Advisory Board is constituted and 
functions under the auspices of the Board of Trus- 
tees of the American Osteopathic Association to 
which it serves as an advisory body and from which 
it receives authority to engage in those activities 
necessary to fulfill its purposes. Actions of this 
Board to have effect must be approved by the 
Board of Trustees of the American Osteopathic 
Association. 


ARTICLE II—PURPOSES AND DUTIES 


The purposes and duties of this Board shall be the 
following: 

Sec. (a) To assist in the establishment of Certi- 
fying Boards which shall determine the fitness and 
ability of each candidate for certification as a spe- 
cialist in a distinct and recognized specialty. 
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(1) To be accepted as a certifiable field of spe- 
cialization such specialty must be accurately defin- 
able, must be represented by a reasonable number 
of individuals who confine themselves or give the 
preponderance of their time to practice within the 
defined field; the technics practiced within the field 
shall be adequate to care for the majority of cases 
within the field defined; it shall be a field in which 
knowledge of the entire range of possibilities is a 
basic qualification and in which only the unusual 
case calls for special technics not included within 
the definition and where the practitioner within the 
field is required to be competent to decide the need 
for special technics. 

(2) The definition which is included for the spe- 
cialty shall be stated so as to delineate accurately 
the scope of practice properly embraced by the 
specialty. 

Sec. (b) To advise the specialty Certifying 
Boards with reference to defining and determining 
the scope of the several accepted specialties. 

Sec. (c) To advise the specialty Certifying 
Boards with reference to establishing appropriate 
standards of education and training for the several 
specialties and coordinating the requirements for 
certification by the Certifying Boards. 

Sec. (d) To advise the Certifying Boards in ref- 
erence to the development of an appropriate modus 
operandi for determining fitness of applicants for 
certification. 

Sec. (e) To receive from the Certifying Boards 
proposals relating to their organization and activi- 
ties and transmit these with appropriate recom- 
mendations to the Board of Trustees of the Ameri- 
can Osteopathic Association. 

Sec. (f) To provide for the certification of appli- 
cants in distinct and recognized specialties in which 
there is no organized specialty society in the pro- 
fession and no Certifying Board. 

Sec. (g) To review the proposals for certification 
received from the Certifying Boards and make rec- 
ommendations concerning each proposal to the 
Board of Trustees of the American Osteopathic 
Association for its action. 

Sec. (h) To maintain contact with the activities 
of the Certifying Boards in order to ascertain their 
conformity to the standards and procedures adopted 
and to advise them when indicated regarding cor- 
rections in their procedures. If necessary, the Ad- 
visory Board shall make appropriate recommenda- 
tions to the Board of Trustees of the American 
Osteopathic Association when any Certifying Board 
persists in failing to conduct its affairs in an 
acceptable manner. 

Sec. (i) To cooperate with the Executive Secre- 
tary of the American Osteopathic Association in 
maintaining an accurate listing of certified special- 
ists in good standing. 

Sec. (j) To assist in educating the profession at 
large concerning the significance of specialty cer- 
tification and its relation to the general practitioner. 

Sec. (k) To respond in advisory capacity to any 
group within the profession in matters pertaining to 


the recognition or declaration of specialization. 

Sec. (1) To cooperate with the Bureau of Pro- 
fessional Education, and the American Osteopathic 
Association in creating and standardizing specialty 
training programs and in establishing the principle 
of certification in the personnel of the organizations 
coming under its jurisdiction. 

Sec. (m) To keep a record of all meetings, trans- 
actions and actions of the Advisory Board and 
maintain in an appropriate form a cumulative com- 
pilation of recommendations of this Board to the 
Board of Trustees of the American Osteopathic 
Association. 

The original stenographic notes of the proceed- 
ings of the Advisory Board shall be filed as the 
legal record of the Minutes of the Advisory Board. 
The edited Minutes shall be considered legal after 
approval by the Advisory Board except in instances 
of question as to original intent and purpose, when 
the original record shall become a part of the final 
document of record. 

Sec. (n) To establish and maintain a file of the 
constitution and bylaws of all approved Certifying 
Boards together with their amendments, cumulative 
lists of their memberships, cumulative lists of those 
certified by each Certifying Board, and record the 
standing of each diplomate.* 


ARTICLE III—MEMBERSHIP 


Sec. (a) The membership of the Advisory Board of 
Osteopathic Specialists shall consist of two repre- 
sentatives from the Bureau of Professional Educa- 
tion and one representative from each approved 
Certifying Board; and one member from each of 
the following groups: 

(1) Board of Trustees of the American Osteo- 
pathic Association; 

(2) American Association of Osteopathic Col- 
leges. 

Sec. (b) Member organizations shall make their 
appointments within 60 days following each annual 
meeting of the American Osteopathic Association 
and the appointments shall be communicated 
promptly to the Executive Director of the American 
Osteopathic Association and to the Secretary of the 
Advisory Board. 

Sec. (c) Each member organization is entitled 
to one vote, except the Bureau of Professional Edu- 
cation whose two members shall each have a vote. 

Sec. (d) An alternate may be accepted as a mem- 
ber, if designated by the appropriate member or- 
ganization officer and the name is in the hands of 
the Executive Director of the American Osteopathic 
Association, and the Secretary of the Advisory 
Board for Osteopathic Specialists before the time 
of the annual meeting of the Advisory Board. 

Sec. (e) When one individual is named by two 
different member organizations as a representative, 
the appointing officer whose appointment was last 
*Upon recommendation of the Advisory Board for Osteopathic Spe- 


cialists, the Board of Trustees of the A.O.A. changed the term 
“certificate holder” to “diplomate,” January 1960. 
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received shall be informed of the previous appoint- 
ment of the individual by another member organi- 
zation so that his appointment may be changed if 
desired. 

Sec. (f) That, there being two representatives on 
the Advisory Board of Osteopathic Specialists from 
the Bureau of Professional Education, these two 
representatives will be appointed by the President 
of the American Osteopathic Association in consul- 
tation with the Chairman of the Bureau of Profes- 
sional Education. They may be chosen from the 
members of the committees of the Bureau. If the 
appointees are not members of the Bureau, they 
will report through their committee chairmen to 
the Bureau of Professional Education. 


ARTICLE IV—OFFICERS 


Sec. (a) The officers of this Board shall be a Chair- 
man and Vice Chairman, appointed by the Presi- 
dent of the American Osteopathic Association for 
terms of 2 years each, their appointments to be 
made in alternate years. They shall perform the 
customary duties of these offices. 

Sec. (b) In the event a certifying board for any 
reason ceases to function, the Chairman shall as- 
sume temporary chairmanship of that Board with 
restricted powers to maintain its operating continu- 
ity until the next meeting of the Advisory Board. 
In this capacity, he shall arrange for the evaluation 
of candidates’ credentials and for their examination, 
but shall not himself evaluate or examine. 

The Chairman shall make a midyear and an an- 
nual report to the Board of Trustees of the Ameri- 
can Osteopathic Association. 

Sec. (c) The Secretary of the Board shall be pro- 
vided by the Executive Director of the American 
Osteopathic Association from the Central Office 
staff. He shall keep a record of all meetings, trans- 
actions and actions of the Advisory Board and assist 
the Chairman in such other duties as are appro- 
priate to this office. 

Sec. (d) In the event of a vacancy in the office 
of the Chairman and Vice Chairman, the senior 
member of the two members at large elected to the 
Executive Committee shall act as Chairman until 
the next regular meeting. 


ARTICLE V—COMMITTEES 


Sec. (a) The Executive Committee shall be com- 
posed of the Chairman, Vice Chairman, Secretary, 
and two members of the Advisory Board. 

Each of such members from the Advisory Board 
shall be elected in alternate years for a term of 2 
years. 

Elected members of the Executive Committee 
shall be members ex officio of the Advisory Board 
through the terms for which they are elected. 

This committee shall carry out the policy and 
activity initiated or decided by the Advisory Board. 
The Executive Committee shall meet on call of the 
Chairman. 
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The Executive Committee shall act for the Ad- 
visory Board between meetings of the Advisory 
Board. All actions of the Executive Committee shall 
be subject to approval of the Board of Trustees of 
the American Osteopathic Association. 

Sec. (b) A Review Committee composed of six 
members shall be appointed by the Chairman not 
later than 30 days before the time of the annual 
meeting, or special meeting, from among members 
who affirm their intent to be in attendance at the 
meeting, for a term of 3 years, two of whom shall 
be appointed each year to serve a term of 3 years. 
During the first year, two shall be appointed for 1 
year, two shall be appointed for 2 years, and two 
shall be appointed for 3 years. The Chairman of 
the Advisory Board shall appoint one member to 
act as Chairman of the Review Committee. This 
Committee shall review the data supporting pro- 
posals for certification submitted by the Certifying 
Boards and make recommendation to the Advisory 
Board concerning the proper action on each candi- 
date proposed. 

Names of the candidates who fail to meet the 
requirements of the Review Committee shall not be 
presented to the Advisory Board. 

Sec. (c) A Nominating Committee composed of 
three members shall be appointed by the Chairman 
at the time of the annual meeting to name candi- 
dates for membership at large on the Executive 
Committee for the ensuing year and to report to 
the last session of the meeting, at which time the 
election of such membership shall take place. Nom- 
inations from the floor will be in order. 

Sec. (d) An Appeal Committee shall be selected 
and appointed by the Chairman of the Advisory 
Board, with the approval of the Executive Commit- 
tee, whenever it is deemed necessary by the Chair- 
man of the Advisory Board to provide for adjudica- 
tion of a charge filed with the Advisory Board of 
unfairness or improper conduct of the affairs of 
any Certifying Board by an applicant for certifica- 
tion. 

The Appeal Committee shall be composed of 
five members, who shall elect their own chairman, 
one individual to be appointed from the Bureau of 
Professional Education, one from the Board of 
Trustees of the American Osteopathic Association, 
and three from the membership of the Advisory 
Board for Osteopathic Specialists, no one of whom 
shall be a member of the Certifying Board which 
is the object of complaint. 

All appeals shall be filed with the Chairman of 
the Advisory Board not later than April 1. Copies 
of the written appeals and submitted material shall 
be provided to the Committee at least 30 days prior 
to its next scheduled meeting. 

The meeting, or meetings, of the Committee shall 
be arranged by the Chairman of the Appeal Com- 
mittee with the complainant and a representative 
appointed by the Chairman of the Certifying Board 
involved. A stenotype record of the proceedings 
shall be made and such notes shall be confidential. 

After hearing and considering the presentation of 


the complaint and the Certifying Board's response 
giving reasons for the action against which the com- 
plaint is directed, and after making any necessary 
investigation, the Appeal Committee shall make a 
report to the Advisory Board, indicating what the 
committee considers to be the proper action to be 
followed by the parties concerned. If the contro- 
versy is not suitably adjudicated and the circum- 
stances justify, the report of the Appeal Committee 
shall be presented to the Board of Trustees of the 
American Osteopathic Association for further ac- 
tion. 

This Committee shall be dissolved upon conclu- 
sion of the duties specified above. 

Sec. (e) A Committee on Basic Documents shall 
be appointed by the Chairman of the Advisory 
Board at each annual meeting. For the purposes of 
this Committee, the basic documents shall be de- 
fined as the Constitution and Bylaws, Regulations 
and Requirements of the Specialty Certifying 
Boards, and the Handbook of the Advisory Board 
for Osteopathic Specialists and Boards of Certifica- 
tion. 

The duties of this Committee shall be: 

(1) To maintain a file of all basic documents of 
the Advisory Board and its member Certifying 
Boards. 

(2) To prepare and submit to the Advisory 
Board, amendments to the Handbook of the Ad- 
visory Board for Osteopathic Specialists and Boards 
of Certification. 

(3) To review the basic documents of the spe- 
cialty Certifying Boards and recommend proposed 
changes in these documents as may be necessary 
to establish conformity with the Handbook of the 
Advisory Board for Osteopathic Specialists and 
Boards of Certification, as approved by the Board 
of Trustees of the American Osteopathic Associa- 
tion. 

ARTICLE VI—MEETINGS 


Sec. (a) A regular annual meeting shall be held at 
the time and place of the annual convention of the 
American Osteopathic Association. The meeting 
shall be scheduled at such time that recommenda- 
tions from this Advisory Board may be transmitted 
to the Board of Trustees of the American Osteo- 
pathic Association before the conclusion of its final 
sessions. The time and place of the sessions of the 
Advisory Board’s meeting shall be communicated 
to all members not less than 30 days before the 
date of convening. 

Sec. (b) A quorum at any session of any regular 
meeting shall consist of a majority of the designated 
membership of the Advisory Board. 

Sec. (c) Robert’s Rules of Order shall be fol- 
lowed except where they conflict with these rules 
of procedure. 

Sec. (d) The order of business shall be as fol- 
lows: 

(1) Call to order. 

(2) Roll call. 

(3) Secretary’s report including: 
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a) Presentation of the report to the Board of 
Trustees of the American Osteopathic Association 
made at the preceding annual meeting. 

b) Presentation of the Chairman’s preliminary 
report to the Board of Trustees of the American Os- 
teopathic Association, and the recommendations for 
the current session of the Advisory Board. 

(4) Appointment of Nominating Committee. 

(5) Report and recommendations of Certifying 
Board. 

(6) Reports of Standing Committees. 

(7) Reports of Special Committees. 

(8) Unfinished business. 

(9) Receipt of communications. 

(10) Report of Review Committee. 

(11) New business and assignments to appropri- 
ate committees. 

(12) Report of Nominating Committee and Elec- 
tion of Membership to Executive Committee. 

(13) Appointment of Committees for ensuing 
year 

(14) Adjournment. 


ARTICLE VII—REPORTS TO THE BOARD OF TRUSTEES 
OF THE AMERICAN OSTEOPATHIC ASSOCIATION 


Sec. (a) Immediately following the adjournment of 
the Advisory Board, the Secretary of the Advisory 
Board shall prepare a mimeographed listing of all 
successful applicants for certification recommended 
at the Advisory Board meeting. The Chairman of 
the Advisory Board then presents the list to the 
Board of Trustees for final approval. 

Upon receipt of the minutes, the Secretary of the 
Advisory Board shall prepare, at the direction of the 
Chairman, a full report of the activities of the Ad- 
visory Board at its annual meeting. This report shall 
then be presented to the Bureau of Professional 
Education at its annual meeting. Following action 
by the Bureau, the report shall then be transmitted 
to the Board of Trustees at its next midyear 
meeting. Indicated action following acceptance of 
the report and recommendations shall then be ad- 
ministered in ample time for action by specialty 
Certifying Boards or others concerned prior to their 
annual meeting. 

Sec. (b) In reporting its recommendations of in- 
dividuals for certification in the various specialties, 
the Advisory Board shall furnish the Board of Trus- 
tees of the American Osteopathic Association with 
an additional list of applicants for specialty certifi- 
cation who have completed the required examina- 
tions and who have not been recommended by 
their certifying board for certification, along with 
the reason for the delay in their being certified, 
whether due to failure or for other reasons. 

When the report is made of “Applicants Not 
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Recommended for Certification,” that list shall be 
immediately destroyed. 


ARTICLE VIUI—AMENDMENTS 


Sec. (a) Amendments to these Rules of Organiza- 
tion and Procedure may be adopted for submission 
to the Board of Trustees of the American Osteo- 
pathic Association for approval by the vote of a 
majority of the members of the Advisory Board 
registered with the Secretary as present at the 
annual meeting, provided the proposed amendment 
has been submitted to each member present in 
writing or printed form not less than 12 hours pre- 
ceding the time of the meeting at which the vote 
is to be taken. 

Sec. (b) A Handbook of the Advisory Board for 
Osteopathic Specialists and Boards of Certification 
shall be issued by Central Office within 90 days fol- 
lowing adoption of this recommendation by the 
Board of Trustees. It shall contain the following: 

(1) Rules of Organization and Procedure of the 
Advisory Board for Osteopathic Specialists as 
amended with the approval of the Advisory Board 
and the Board of Trustees. 

(2) Rules of Procedure for Specialty Certifying 
Boards as amended with the approval of the Ad- 
visory Board and Board of Trustees. 

(3) Standard Constitution and Bylaws of Boards 
of Certification as approved by the Board of 
Trustees. 

(4) Model form for Regulations and Require- 
ments of Boards of Certification. 

(5) Model form Outline for Annual Report of 
Secretaries of Certifying Boards to the Advisory 
Board. 

Sec, (c) The documents listed under Section (b) 
above shall be edited, rearranged and revised, with- 
out changing the intent, to provide better phrase- 
ology and continuity. Repetition shall be deleted. 

Sec. (d) One hundred and fifty copies of the 
Handbook shall be issued. They shall be distributed 
to the Executive Committee of the American Osteo- 
pathic Association, officers and members of the 
Board of Certification and to other individuals who 
have a right to the Handbook. 

Sec. (e) The Handbook shall be revised every 2 
years, and the revisions shall include recommenda- 
tions of the Advisory Board which have been ap- 
proved by the Board of Trustees since the preceding 
issue of the Handbook pertaining to the conduct of 
the Advisory Board, Board of Certification, and ap- 
plicants for certification. 

Sec. (f£) All recommendations which amend or in 
any way alter any of the documents reproduced in 
the Handbook shall be presented as amendments 
with proper reference to the document, article, 
section and paragraph. 
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Boards of Specialty Certification 


STANDARD CONSTITUTION AND BYLAWS 


(Approved by the Board of Trustees of the 
American Osteopathic Association, July, 1948) 


CONSTITUTION OF THE 
AMERICAN OSTEOPATHIC BOARD OF 


ARTICLE I—NAME 


The name of this organization shall be The Ameri- 
can Osteopathic Board of 


ARTICLE II—PURPOSE 


Sec. 1. The purposes of this Board shall be: 

a. to define the qualifications to be required of 
osteopathic physicians for certification in the field 
(or fields) of and of any other spe- 
cialty field that may be assigned to this Board; 

b. to determine the qualifications of osteopathic 
physicians as specialists for certification in the field 
(or fields) of and of any other 
specialty field that may be assigned to it; 

c. to conduct examinations in conformity with the 
Bylaws of this Board; 

d. to issue certificates, subject to the recommen- 
dation of the Advisory Board for Osteopathic Spe- 
cialists and to the approval of the Board of Trustees 
of the American Osteopathic Association, to those 
physicians who are found qualified; 

e. to recommend revocation of certificates for 
cause; 

f. to use every means possible to maintain a high 
standard of practice in these specialties (this spe- 
cialty) within the osteopathic profession. 

The actions of the American Osteopathic Board 
of are subject to recommendation 
of the Advisory Board for Osteopathic Specialists 
and to the approval of the Board of Trustees of the 
American Osteopathic Association. 


ARTICLE III—DEFINITION 


Sec. 1. For the purposes of the operation of this 
Board the following division(s) of practice (are, 
is) defined: 

a. the practice of 
of and include 

b. the practice of 


shall consist 
etc., ete. 
ARTICLE IV—ORGANIZATION 


Sec. 1. Membership 

a. The American Osteopathic Board of 
shall consist of members elected by 
Each elected member shall be a certified specialist 
in good standing in (Each 
specialty group shall be represented in the mem- 
bership of the Board ) Insofar as 
possible there shall be a representative from each 
geographical time belt of the United States on this 
Board. 
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b. Members shall be elected for a term of 3 years 
(except that at the first election of members to this 
Board three members shall be elected for 3 years, 
three shall be elected for 2 years and three for 1 
year. Thereafter, three members shall be elected 
annually for the full term of 3 years.) The terms of 
members should be so staggered that the new mem- 
bers elected in any year shall not constitute a ma- 
jority of the Board. In case of death or resignation 
of any Board member, .. shall appoint a 
certified specialist from the corresponding field to 
fill the unexpired portion of the term. 

c. Members. shall continue to serve until their 
successors are elected. 

Sec. 2. Officers 

a. The officers of the Board shall be: 

i) Chairman 
ii) Vice Chairman 
iii) Secretary-Treasurer 

b. These officers shall be elected by this Board 
for a term of 1 year at its annual meeting. 

c. Officers shall continue to hold office until their 
successors are elected. 

Sec. 3. Committees 

a. There shall be three standing committees of 
this Board and such other committees as may from 
time to time be authorized. The Chairman shall ap- 
point all committees unless it is otherwise provided. 

b. The standing committees shall be: 

i) Credentials Committee 
ii) Examination Committee 
iii) Advisory Board Representative 


ARTICLE V—AMENDMENT 


Sec. 1. Subject to the review and recommendation 
of the Advisory Board for Osteopathic Specialists 
and the approval of the Board of Trustees of the 
American Osteopathic Association, this Constitu- 
tion may be amended by a vote of two-thirds of the 
total membership of this Board (or three-fifths in a 
five-member Board) at any annual meeting follow- 
ing notification given at any previous annual meet- 
ing of such intention. 


BYLAWS OF THE 
AMERICAN OSTEOPATHIC BOARD OF 


ARTICLE I—DUTIES OF THE AMERICAN 
OSTEOPATHIC BOARD OF 


Sec. 1. This Board shall serve as an advisory body 
to all applicants for certification in the specialty 
(specialties) of and any other 
specialty which may be assigned to its jurisdiction. 
Sec. 2. This Board shall determine, in accordance 
with the provisions of these Bylaws, the appropriate 
standards of education and the training held neces- 
sary for certification in the specialty (specialties) of 
and of any other specialty 
which may be assigned to its jurisdiction, subject 
to the recommendations of the Advisory Board for 
Osteopathic Specialists and to the approval of the 
Board of Trustees of the American Osteopathic As- 
sociation. 


Sec. 3. This Board shall establish detailed rules 
for conducting all examinations in compliance with 
the provisions of these Bylaws and shall provide for 
the conduct of examinations at least once a year in 
accordance with its Regulations and Requirements. 

Sec. 4. This Board shall file with the Advisory 
Board for Osteopathic Specialists, at the time speci- 
fied by the Advisory Board, its recommendations 
concerning each applicant for certification together 
with any pertinent information required by the Ad- 
visory Board for Osteopathic Specialists. 

Sec. 5. This Board shall provide and issue cer- 
tificates in all fields assigned to this Board’s jurisdic- 
tion, as provided in Article V of these Bylaws. 

Sec. 6. This Board shall provide permanent files 
for all records. It shall record and keep perma- 
nently on file all applications submitted to it and 
complete records of examination results and shall 
maintain a registry of diplomates. All examination 
papers and case reports of applicants shall be kept 
on file for a period of 3 years. 

Sec. 7. This Board shall levy and collect from 
applicants the funds necessary to finance the opera- 
tion of this Board as provided in the Regulations 
and Requirements. 

Sec. 8. This Board shall arrange for all meetings 
necessary to enable this Board to carry out its func- 
tions as provided in Article VI, Sections 1 and 2 of 
these Bylaws. 

Sec. 9. This Board shall provide one member of 
this Board to function as representative to the Ad- 
visory Board for Osteopathic Specialists. In case of 
inability of the regular representative to attend the 
sessions of the Advisory Board of Osteopathic Spe- 
cialists, the Chairman of this Board shall appoint an 
alternate as provided in the Rules of Organization 
and Procedure of the Advisory Board for Osteo- 
pathic Specialists. 

Sec. 10. This Board shall conduct its activities in 
relation to the officers of the American Osteopathic 
Association, the Advisory Board for Osteopathic 
Specialists, other Certifying Boards and applicants 
for certification as provided in the Rules of Pro- 
cedure for Specialty Certifying Boards compiled by 
the Advisory Board for Osteopathic Specialists and 
approved by the Board of Trustees of the American 
Osteopathic Association. 

Sec. 11. This Board shall make, in conformity to 
its Constitution and Bylaws, all necessary regula- 
tions and requirements to govern its activities which 
are not provided by the Advisory Board for Osteo- 
pathic Specialists and the Board of Trustees of the 
American Osteopathic Association. 


ARTICLE II—COMMITTEES 


Sec. 1. Credentials Committee 
a. There shall be a Credentials Committee of 
members appointed by the Chairman of this 
Board, whose members shall represent different 
geographical districts as far as possible. 
b. It shall be the duty of the Credentials Com- 
mittee: 
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i) to receive all completed applications from 
the Secretary-Treasurer; 

ii) to conduct a comprehensive investigation 
of each applicant in accordance with the rules gov- 
erning applications; 

iii) to prepare a recommendation concerning 
each applicant and present this to the American Os- 
its next (annual) meeting ................. 

Sec. 2. Examination Committee 

a. There shall be an Examination Committee 
composed of the Chairman of this Board and not 
less than two additional Board members. The Chair- 
man of this Board shall act as the Chairman of the 
Examination Committee. 

b. It shall be the duty of the Examination Com- 
mittee to plan and to make preparations for the 
conduct of examinations in the specialty fields com- 
ing under the jurisdiction of this Board in accord- 
ance with the rules governing examinations as 
stated in Article IV,’ Section 1, paragraph h, of 
these Bylaws and in the Regulations and Require- 
ments of this Board. 

c. The Examination Committee shall report to 
this Board the findings on the examination of each 
applicant. 

Sec. 3. Advisory Board Representative 

a. There shall be a representative to the Advisory 
Board, who shall be the Chairman or the Secretary- 
Treasurer of this Board. 

b. It shall be the duty of the Advisory Board 
representative to represent the American Osteo- 
pathic in all matters 
where such representation is required. 

c. The Chairman shall appoint annually as an al- 
ternate representative a member of this Board, who 
shall be empowered to act for the regular represent- 
ative, if he is not in attendance. 


ARTICLE III—DUTIES OF OFFICERS 


Sec. 1. The duties of the Chairman shall be: 

a. to preside at all meetings; 

b. to appoint all committees and representatives 
to the Advisory Board for Osteopathic Specialists; 

c. to schedule meetings of this Board at such 
times and places as necessary to carry on the busi- 
ness of this Board; 

d. to supervise all examinations; 

e. to act as an ex officio member of all commit- 
tees; 

f. to sign all certificates issued by this Board; 

g. to act as Chairman of the Examination Com- 
mittee; 

h. to be the Advisory Board Representative, if so 
designated. 

Sec. 2. The duties of the Vice Chairman shall be: 

a. to assume the duties of the Chairman when the 
latter is absent or otherwise unable to fulfill them; 

b. to assist the Chairman in the discharge of his 
duties. 

Sec. 3. The duties of the Secretary-Treasurer 
shall be: 
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a, to keep in permanent file records of all pro- 
ceedings, transactions, and rulings of this Board, 
and to keep on file all examination papers and case 
records for a period of 3 years; 

b. to have printed and distributed all certificates, 
application forms, circulars of information, etc., au- 
thorized by this Board and necessary for the proper 
functioning of this Board; 

c. to maintain in proper place and form the 
moneys of this Board and to issue an accounting of 
them at annual meetings or at such other times as 
requested by the Chairman of this Board; 

d. to keep a permanent file of all applications 
coming before this Board with a signed record of 
the action taken on each; 

e. to maintain a record of all diplomates in good 
standing and to supply upon request to govern- 
mental agencies, hospitals, physicians, schools, and 
others entitled to such information, a list of diplo- 
mates in good standing; 

f. to have prepared in appropriate and complete 
form for presentation to the Review Committee of 
the Advisory Board for Osteopathic Specialists in 
support of recommendations for certification the ap- 
plication, examination record (written, oral and 
practical), and other pertinent information re- 
quested; 

g. to serve as a representative of this Board to 
the Advisory Board for Osteopathic Specialists, if so 
designated; 

h. to sign all certificates issued by this Board, as 
provided in Article V; 

i. to prepare an annual report in keeping with 
the Rules of Procedure for Specialty Certifying 
Boards of the work done by this Board, including a 
list of all applicants and the results of their exami- 
nations and a resume of this Board’s finances. This 
report is to be presented at the annual meeting of 
the Advisory Board for Osteopathic Specialists and 
copies are to be supplied to the Chairman and Sec- 
retary of the Advisory Board and to the Executive 
Director of the American Osteopathic Association; 

j. to cooperate with the Executive Director of 
the American Osteopathic Association in all matters 
pertaining to the annual registration of diplomates; 

k. to notify the Executive Director of the Amer- 
ican Osteopathic Association and the Chairman and 
Secretary of the Advisory Board for Osteopathic 
Specialists of members and officers elected to this 
Board and of appointments to the Advisory Board 
for Osteopathic Specialists. 


ARTICLE IV—REQUIREMENTS FOR CERTIFICATION 


Sec. 1. To be eligible to receive a certificate of spe- 
cialization from the American Osteopathic Board of 
, the applicant must meet 
all of the following minimum requirements, except- 
ing as provided in Section 3 (and Section 4) of this 
Article: 
a. He must be a graduate of an approved osteo- 
pathic college. 
b. He must be licensed to practice in the state or 
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territory where he conducts his specialty practice. 

c. He must have been a member in good standing 
of the American Osteopathic Association for a 
continuous period of at least 3 years and of his 
state or divisional society for a continuous period 
of 2 years immediately prior to application for 
examination by this Board. 

d. He must have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved 
for intern training by the American Osteopathic 
Association or satisfactory to this Board. If grad- 
uated in 1942 or prior thereto, the applicant must 
have had training of value equivalent to that of 
an acceptable internship as determined by this 
Board. 

e. He must be able to show evidence of con- 
formity to the standards set in the Code of Ethics 
of the American Osteopathic Association. 

f. A period of not less than 3 years of special 
training related to the specialty shall be required, 
after the required 1 year of internship, or its 
equivalent, but not necessarily running 3 consecu- 
tive years. This Board may modify the requirement 
of 3 years’ special training by allowing a credit of 
1 year of special training for each 5 years of spe- 
cialty practice for a total credit of not to exceed 
2 years of the requirement, for physicians who 
graduated prior to 1946, but in no case may such 
applicant be accepted for examination without at 
least 1 year of special training as defined. This 
training shall include: 

i. Advanced study in the sciences: Anatomy, 
physiology, biochemistry, pathology, pharmacology, 
and such other basic sciences as are necessary to a 
mature and comprehensive understanding of the 
prevention, diagnosis, therapy, and management of 
the disorders involved in the specialty; 

ii. Active experience in the diagnosis and treat- 
ment in such amount and diversity that it will 
assure adequate training in the specialty. 

The special training may be provided in colleges, 
laboratories, clinics, hospitals, or other facilities 
satisfactory to this Board, or by studying under 
the preceptorship of a qualified specialist in this 
field, supplemented by prescribed study conform- 
ing to a plan approved by this Board. 

The minimum 3-year period of special training 
may be made up of varying combinations of the 
several types mentioned above, as determined by 
this Board. It shall be this Board’s duty to assist 
applicants in determining a suitable program of 
special training, but it is not this Board’s function 
to supply the training. This Board will recognize 
as proper institutions for securing this training those 
institutions which are approved for special training 
by the approving agencies of the American Osteo- 
pathic Association, together with such others as 
this Board may determine to possess facilities and 
personnel adequate to provide proper training. 

g. He must practice as a specialist in his field for 
a period of at least 2 years subsequent to the mini- 
mum 3 years of special training. Specialty practice 
with each specialty field under this Board shall 


be defined in the Regulations and Requirements of 
this Board. 

h. Following satisfactory compliance with the 
prescribed requirements as to special training and 
specialty practice, the applicant shall be required to 
pass appropriate examinations planned to evaluate 
his understanding of the scientific bases of the prob- 
lems involved in the specialty, his familiarity with 
the current advances in the specialty, the posses- 
sion of sound judgment and of a high degree of skill 
in the diagnostic and therapeutic procedures in- 
volved in the practice of the specialty. Oral, written 
and clinical examinations shall be conducted and 
required in the case of each applicant. This Board 
may conduct the oral and written examinations at 
the end of the required 3 years of special training, 
but shall not conduct the practical or clinical exam- 
ination until the required 2 years of specialty prac- 
tice have been completed. The members of this 
Board shall personally review, if not perform, the 
grading of each written examination. The conduct 
of the clinical examinations may be delegated to 
committees of not fewer than two individuals ma- 
turely qualified in the specialty. A full description 
of the method of conducting the examination shall 
be formulated in this Board’s Regulations and Re- 
quirements, and provision for re-examination shall 
be made. 

i. Applicants desiring examination for certifica- 
tion shall be required to file an application which 
shall set forth the applicant’s qualifications for ex- 
amination as stated in paragraphs a, b, c, d, e, f, 
and g, above. The procedure for filing applications 
shall be set forth in the Regulations and Require- 
ments and no application for action at any annual 
meeting of this Board shall be accepted after April 
1 of that year. 

Sec. 2. In the case of an applicant who was en- 
gaged in the practice of his specialty by 1939, or 
prior thereto, and who graduated prior to 1936, and 
who meets the general requirements stated in Sec- 
tion 1 a, b, c, d, and e above, and has maintained 
appropriate activity in American Osteopathic Asso- 
ciation organization work, specialty societies, hospi- 
tal staff work, the pursuit of periodic postgraduate 
work, contributions to professional literature or 
otherwise has indicated his consistent interest and 
competence in his specialty, the requirements of 
this Article IV, Section 1, paragraphs f and h, may 
be waived and he may be recommended for certifi- 
cation after passing an appropriate oral and/or clin- 
ical examination. 

The final date for accepting applications under 
this classification shall be May 1, 1961. [Note: This 
amendment will in effect eliminate applicants for 
certification under the “Grandfather Clause” after 
the specified date.] 

Sec. 3. Subject to the recommendations of the 
Advisory Board of Osteopathic Specialists and to 
the approval of the Board of Trustees of the 
American Osteopathic Association, the American 
Osteopathic Board of .......... may require such 
further training in each of the specialty fields com- 
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ing under its jurisdiction as in its judgment such 
field may require, provided that the additional 
requirements for each specialty field are clearly set 
forth in the Regulations and Requirements of this 
Board. Additions to requirements shall not go into 
effect until 1 year subsequent to the announce- 
ment of such change. 

Sec. 4. If circumstances necessitate it a section 
may be written and inserted at this point to provide 
for the fair handling of applicants already acting on 
the basis of commitments made by this Board prior 
to December 15, 1946. 


ARTICLE V-—CERTIFICATES 


Sec. 1. Issuance 

Certificates of specialization which have been ap- 
proved by the Board of Trustees of the American 
Osteopathic Association shall be issued by the 
American Osteopathic Board of ............ to 
applicants who have conformed to all requirements 
for certification described in Article IV of these 
Bylaws and who have received the recommendation 
of the Advisory Board for Osteopathic Specialists 
and the approval of the Board of Trustees of the 
American Osteopathic Association. Each such cer- 
tificate shall be signed by the Chairman and the 
Secretary-Treasurer of this Board. No certificate is 
valid until it has been signed by the Executive Di- 
rector of the American Osteopathic Association. 

Sec. 2. No. certificate shall be issued to an in- 
dividual who is certified by another board, until the 
former certificate has been surrendered to the 
Executive Director of the American Osteopathic 
Association. 

Sec. 3. Revocation 

This Board shall have the power to recommend 
to the Advisory Board for Osteopathic Specialists 
and the Board of Trustees of the American Osteo- 
pathic Association, the revocation of the certificate 
of any holder whose certificate was obtained by 
fraud or misrepresentation, who unduly advertises, 


‘exploits his certificate, fails to maintain membership 


in the American Osteopathic Association, and in 
the divisional society of the American Osteopathic 
Association of the state or province in which he 
practices where such exists, violates the Code of 
Ethics of the American Osteopathic Association or 
otherwise disqualifies himself. 

Sec. 4. To remain in good standing the diplomate 
shall pay an annual registration fee to the Executive 
Director of the American Osteopathic Association, 
as provided in the Rules of Procedure for Specialty 
Certifying Boards as compiled by the Advisory 
Board for Osteopathic Specialists. 


ARTICLE VI—MEETINGS 


Sec. 1. The American Osteopathic Board of ...... 
shall hold a regular annual meeting 


to transact business and to conduct examinations at 


the time and place of the annual meeting of the 
American Osteopathic Association (or at the annual 
meeting of its respective specialty college). 
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Sec. 2. Special meetings of this Board which are 
deemed necessary for the transaction of business 
may be called with the approval of the majority 
of the members of this Board provided all members 
are formally notified of the called meeting and its 
purpose, not less than 30 days before the date set 
for the meeting. 

Sec. 3. For the transaction of business at any 
meeting of this Board members shall con- 
stitute a quorum. 


ARTICLE VII—AMENDMENT 


Sec. 1. Subject to the review and recommendation 
of the Advisory Board for Osteopathic Specialists 
and to the approval of the Board of Trustees of the 
American Osteopathic Association, these Bylaws 
may be amended by a two-thirds vote of the total 
membership of this Board (or three-fifths in a five- 
member Board) at any meeting, provided each 
member has been notified at least 30 days prior to 
the date of the meeting, of its being called and of 
the intention to amend. 


American Osteopathic Board 
of Anesthesiology 


K. George Tomajan, Chairman, Boston, Massachusetts; Vf 
Calvin Geddes, Vice Chairman, Mount Clemens, Michigan; 
Mahlon L. Ponitz, Detroit, Michigan; Clare E. Pike, Long 
Beach, California; J. Maurice Howlett, Birmingham, Michi- 
gan; Crawford M. Esterline, Kirksville, Missouri; J. Craig 
Walsh, Secretary-Treasurer, Philadelphia, Pennsylvania; Mrs. 
E. F. Martin, Corresponding Secretary, Coral Gables, Florida 


DEFINITION OF SPECIALTY PRACTICE 


For the purpose of the operation of this Board the 
following division of practice is defined: 

a. The practice of anesthesiology shall consist of 
and include that branch of medical science, art, 
and practice which deals with the use of anesthetic 
agents, the evaluation of the patient’s condition 
with reference to the use of anesthetic agents and 
the care of complications incident to their use. 


REQUIREMENTS FOR CERTIFICATION 


The American Osteopathic Board of Anesthesiology 
shall accept for examination for certification only 
osteopathic physicians who are specializing in anes- 
thesiology. The applicant must be engaged in the 
practice of anesthesiology and he must present evi- 
dence to the Board that he is so practicing. 

It shall be the policy of the American Osteopathic 
Board of Anesthesiology to require that, with his 
application, each applicant submit a list of his 
anesthetic procedures for the 12-month period im- 


mediately prior to making application, giving the 
date, name of hospital and case number, patient’s 
initials, name of the surgeon, operative procedure, 
and anesthetics administered. This list shall be cer- 
tified by the administrator of the hospital in which 
the anesthetics were administered. 

This list shall be accompanied by a supple- 
mentary list in which the anesthetic procedures for 
the year are broken down into segregated totals 
indicating the number of each type of anesthetic 
administered by the applicant during the 12-month 
period. The totals of both lists must agree. 

It shall be the policy of the Board to require the 
Credentials Committee to carefully scrutinize the 
scope of anesthetic practice represented in each 
applicant’s report. Unless an applicant presents 
evidence that the scope of his anesthetic practice 
is sufficiently varied and of a major character (as 
shown by the records submitted), the Credentials 
Committee shall not recommend him for examina- 
tion without an investigation by one or more certi- 
fied specialists not located in the applicant’s imme- 
diate vicinity, who have been appointed by the 
Board for the purpose of determining the appli- 
cant’s qualifications. The applicant shall be respon- 
sible for the expenses incurred in the conduct of 
such an investigation. 

If the investigation is conducted in the same 
manner and under the same requirements as for a 
clinical examination and the applicant is recom- 
mended for examination, the Board may, at its 
discretion, accept the investigation as the equiva- 
lent of a clinical examination. The expenses paid 
by the applicant for the investigation shall be con- 
sidered as payment of expenses for his clinical 
examination. 

Each applicant for examination for certification 
in anesthesiology by the American Osteopathic 
Board of Anesthesiology must present evidence 
that he has met the minimum requirements and 
shall: 

1. Have been graduated from an approved osteo- 
pathic college at least 6 years prior to April first of 
the year in which his application is submitted for 
consideration by the Board. 

2. Be licensed to practice in the state or territory 
where he conducts his specialty practice. 

3. Have been a member in good standing of the 
American Osteopathic Association and of his state 
or divisional society for a continuous period of at 
least 3 years immediately prior to making applica- 
tion for examination by the Board. 

4. Be, and if certified continue to be, favorably 
known and recognized by his clientele as an osteo- 
pathic physician specializing in the practice of anes- 
thesiology and shall publicize his osteopathic affilia- 
tions in an ethical manner. 

5. Declare that he is familiar with the Code of 
Ethics of the American Osteopathic Association and 
the interpretations thereof and certify that he will 
abide by the provisions of the Code of Ethics as set 
forth, interpreted, and/or amended from time to 
time. 


6. Have completed an internship of at least 1 year 
in a hospital acceptable to the Board. The intern 
year of 9 months, as prescribed by the Selective 
Service Board during World War II, shall be ac- 
ceptable. For physicians who graduated in 1942 
or prior thereto, the Board may accept other quali- 
fications in lieu of internship where the applicant's 
anesthetic experience and ability are beyond ques- 
tion. 

7. Have completed a minimum of 3 years of for- 
mal training in anesthesiology after the required 1 
year of internship, or its equivalent, but not neces- 
sarily running 3 consecutive years. 

During the minimum 3-year period of formal 
training, there shall be evidence of sufficient clini- 
cal work in anesthesiology with a minimum of 300 
anesthetics of a diversified nature administered 
annually. 

This formal training program must be acceptable 
to the Board and shall include: 

a) A period of at least 1 year of formal training 
in anesthesiology in a hospital acceptable to the 
Board and made up of either an approved residency 
or an approved full time preceptorship training pro- 
gram. 

b) A period of at least 2 years’ special training in 
anesthesiology subsequent to the required 1 year of 
internship and the required 1 year of formal train- 
ing. This special training may be made up, either 
in whole or in part, of an approved residency or an 
approved preceptorship training program. Precep- 
torship training programs shall have met the re- 
quirements of and been approved by the Evalu- 
ating Committee for the Register of ‘Training Pro- 
grams of the American Osteopathic College of 
Anesthesiologists. 

After the completion of the required 1 year of 
internship (or its equivalent), the required 1 year 
of formal training, and 1 year of the required 2 
years of special training in anesthesiology, the 
Board may, at its discretion, accept 2 years of rec- 
ognized specialty practice in anesthesiology as the 
equivalent of the third year of special training. In 
each year of specialty practice, the applicant must 
have administered at least 250 anesthetics of a di- 
versified nature. 

For applicants who graduated in 1947 or prior 
thereto, in lieu of item b), the Board may, at its 
discretion, accept 2 years of recognized specialty 
practice in anesthesiology, subsequent to the re- 
quired 1 year of internship (or its equivalent), and 
the required 1 year of formal training, as the equiv- 
alent of 1 year of special training or 4 years of 
recognized specialty practice in anesthesiology as 
the equivalent of 2 years of special training, but 
in no case may such applicant be accepted for 
examination without at least 1 year of formal train- 
ing as defined. In each year of specialty practice, 
the applicant must have administered at least 250 
anesthetics of a diversified nature. 

It shall be the Board's duty to assist applicants in 
determining a suitable program of anesthetic train- 
ing, but it is not the Board’s function to supply the 
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training. The Board will recognize as proper insti- 
tutions for securing this training, those institutions 
which are approved for special training by the ap- 
proving agencies of the American Osteopathic Asso- 
ciation, together with such others as the Board may 
determine to possess facilities and personnel ade- 
quate to provide proper training. 

8. In a training program, other than a residency 
approved by the Board of Trustees of the American 
Osteopathic Association, which was begun after 
January 1, 1951, the applicant shall have received 
satisfactory graduate training in the basic sciences, 
including anatomy, physiology, biochemistry, pa- 
thology, toxicology, and pharmacology. 

A minimum of 100 clock hours shall be required 
in the basic science training program, subdivided as 
follows: 

a) A minimum of 10 clock hours each in anatomy, 
physiology, biochemistry, pathology, toxicology, 
and pharmacology. 

b) The remainder of the minimum required 
hours may be taken in any of the subjects men- 
tioned or in other basic sciences related to the 
specialty of anesthesiology. 

The applicant must submit acceptable documen- 
tary evidence, which may be further investigated at 
the discretion of the Board, of having completed 
this graduate training in the basic sciences, in col- 
leges, laboratories, clinics, hospitals, or other insti- 
tutions satisfactory to the Board. 

9. Have practiced as a specialist in anesthesiology 
for a period of at least 2 years subsequent to the 
completion of the required minimum of 3 years of 
formal training, or its equivalent, prior to being 
examined. 

10). Provide evidence that he has administered a 
minimum of 1250 anesthetics of a diversified nature. 

11. Present detailed case reports, acceptable to 
the Board, of twenty-five major anesthetic proce- 
dures in which he was the responsible anesthetist 
and handled by him as an anesthetic problem with- 
in the past 3 years. These reports shall include the 
preoperative evaluation of the patient, preoperative 
sedation, anesthetic agents utilized, anesthetic rec- 
ord, postoperative follow-up, and final disposition 
of the case. 

12. Submit complete case records and a report of 
pertinent factors where fatalities resulted within 24 
hours in patients anesthetized by the applicant dur- 
ing the 12-month period immediately prior to mak- 
ing application. 

13. Not printed.* 

14. Provided letters of recommendation from two 
certified anesthesiologists or certified surgeons who 
are personally acquainted with the applicant, who 
can vouch for his anesthetic training, anesthetic 
experience, personal character, and who have 
personally observed the anesthetic skill of the appli- 
cant. The sponsors shall send their letters of recom- 
mendation direct to the Secretary-Treasurer or Cor- 
responding Secretary of the Board. 

15. Be available for a personal interview upon 
receiving notice from the Secretary-Treasurer or 
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Corresponding Secretary that such an interview is 
required. 

16. Demonstrate his eligibility for examination in 
any other manner required by the Board. 

17. Signify his intention to qualify for change of 
certification, if certified by another Board. 

18. Submit his application, required documentary 
evidence and data, case reports, application fee, 
and letters of recommendation to the Secretary- 
Treasurer or Corresponding Secretary on or before 
April first. 

Signed applications and all evidence submitted 
by an applicant to the Board, even though the 
applicant may withdraw as an applicant for certi- 
fication, shall remain the property of the Board. 

19. Not printed.* 


American Osteopathic Board 
of Dermatology 


Walter L. Willis, Chairman, Conshohocken, Pennsylvania; 
A. P. Ulbrich, Vice Chairman, Detroit, Michigan; Harry B. 
Elmets, Des Moines, Iowa; Anthony E. Scardino, Kansas 
City, Missouri; Sidney D. Rothman, Secretary-Treasurer, 
Los Angeles, California 


DEFINITION OF SPECIALTY PRACTICE 


For the purpose of the operation of this Board the 
following division of practice is defined: 

a. The practice of dermatology consists of the di- 
agnosis and treatment of diseases peculiar to the 
integument and its appendages in all its phases. 


REQUIREMENTS FOR CERTIFICATION 


Section 1. To be eligible to receive a certificate of 
specialization from the American Osteopathic 
Board of Dermatology, the applicant must meet all 
of the following minimum requirements, excepting 
as provided in Section 2 of this Article: 

(a) He must be a graduate of an approved osteo- 
pathic college. 

(b) He must be licensed to practice in the state 
or territory where he conducts his specialty prac- 
tice. 

(c) He must have been a member in good stand- 
ing of the American Osteopathic Association and of 
his state or divisional society for a continuous pe- 
riod of at least 3 years immediately prior to applica- 
tion for examination by this Board. 

(d) He must have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved for 
intern training by the American Osteopathic Asso- 
ciation or satisfactory to this Board. If graduated in 
1942 or prior thereto, the applicant must have had 
training of value equivalent to that of an acceptable 
internship as determined by this Board. 


*Items 13 and 19 have to do with examination fees. 


(e) He must be able to show evidence of con- 
formity to the standards set in the Code of Ethics of 
the American Osteopathic Association. 

(£) A period of not less than 3 years of special 
training related to the specialty shall be required, 
after the required 1 year of internship, or its equiva- 
lent, but not necessarily running 3 consecutive 
years. This Board may modify the requirement of 
3 years’ special training by allowing a credit of 1 
year of special training for each 5 years of specialty 
practice for a total credit of not to exceed 2 years 
of the requirement, for physicians who graduated 
prior to 1946, but in no case may such applicant be 
accepted for examination without at least 1 year of 
special training as defined. This training shall in- 
clude: 

(i) Advanced study in the sciences: Anatomy, 
physiology, biochemistry, pathology, pharmacology, 
and such other basic sciences as are necessary to a 
mature and comprehensive understanding of the 
prevention, diagnosis, therapy, and management of 
the disorders involved in the specialty. 

(ii) Active experience in the diagnosis and treat- 
ment in such amount and diversity that it will as- 
sure adequate training in the specialty. 

The special training may be provided in colleges, 
laboratories, clinics, hospitals, or other facilities 
satisfactory to this Board, or by studying under the 
preceptorship of, a qualified specialist in this field, 
supplemented by prescribed study conforming to a 
plan approved by this Board. 

The minimum 3-year period of special training 
may be made up of varying combinations of the 
several types mentioned above, as determined by 
this Board. It shall be this Board’s duty to assist 
applicants in determining a suitable program of 
special training, but it is not this Board’s function 
to supply the training. This Board will recognize as 
proper institutions for securing this training those 
institutions which are approved for special training 
by the approving agencies of the American Osteo- 
pathic Association, together with such others as this 
Board may determine to possess facilities and per- 
sonnel adequate to provide proper training. 

(g) He must practice as a specialist in this field 
for a period of at least 2 years subsequent to the 
minimum 3 years of special training. Specialty prac- 
tice within each specialty field under this Board 
shall be defined in the Regulations and Require- 
ments of this Board. 

(h) Following satisfactory compliance with the 
prescribed requirements as to special training and 
specialty practice, the applicant shall be required 
to pass appropriate examinations planned to evalu- 
ate his understanding of the scientific bases of the 
problems involved in the specialty, his familiarity 
with the current advances in the specialty, the 
possession of sound judgment and of a high degree 
of skill in the diagnostic and therapeutic procedures 
involved in the practice of the specialty. Oral, writ- 
ten, and clinical examinations shall be conducted 
and required in the case of each applicant. The 
Board may conduct the oral and written examina- 
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tions at the end of the required 3 years of special 
training, but shall not conduct the practical or 
clinical examination until the required 2 years of 
specialty practice have been completed. The mem- 
bers of this Board shall personally review, if not 
perform, the grading of each written examination. 
The conduct of the clinical examination may be 
delegated to committees of not fewer than two 
individuals maturely qualified in the specialty. A 
full description of the method of conducting the 
examination shall be formulated in this Board’s 
Regulations and Requirements, and provision for 
re-examination shall be made. 

(i) Applicants desiring examination for certifica- 
tion shall be required to file an application which 
shall set forth the applicant’s qualifications for ex- 
amination as stated in paragraphs (a), (b), (c), 
(d), (e), (£), and (g) above. The procedure for 
filing applications shall be set forth in the Regula- 
tions and Requirements and no application for 
action at any annual meeting of the Board shall be 
accepted after April 1 of that year. 

Section 2. In the case of any applicant who was 
engaged in the practice of his specialty by 1939 or 
prior thereto, and who graduated prior to 1936 and 
who meets the general requirements stated in Sec- 
tion 1, (a), (b), (c), (d), and (e) above and has 
maintained appropriate activity in American Osteo- 
pathic Association organizational work, specialty 
societies, hospital staff work, the pursuit of peri- 
odic postgraduate work, contributions to profes- 
sional literature or otherwise has indicated his con- 
sistent interest and competence in his specialty, the 
requirements of this Article IV, Section 1, para- 
graphs (f) and (h) may be waived, and he may be 
recommended for certification after passing an ap- 
propriate oral and/or clinical examination. The 
final date for accepting applications under this class- 
ification shall be May 1, 1961. 

Section 3. Subject to the recommendations of the 
Advisory Board for Osteopathic Specialists and to 
the approval of the Board of Trustees of the Ameri- 
can Osteopathic Association, the American Osteo- 
pathic Board of Dermatology may require such 
further training in ‘each of the specialty fields com- 
ing under its jurisdiction as in its judgment such 
field may require, provided that the additional re- 
quirements for each specialty field are clearly set 
forth in the Regulations and Requirements of this 
Board. Additions to requirements shall not go into 
effect until 1 year subsequent to the announcement 
of such change. 


American Osteopathic Board 
of Internal Medicine 


Neil R. Kitchen, Chairmen, Detroit, Michigan; John L. 
Crowther, Vice Chairman, Bangor, Maine; Maxwell R. 
Brothers, Los Angeles, California; G. A. Whetstine, Wilton 
Junction, Iowa; Charles M. Worrell, Harrisburg, Pennsyl- 
vania; Basil Harris, Los Angeles, California; Robert K. 
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Shiefer, San Diego, California; William F. Daiber, Phila- 
delphia, Pennsylvania; Stuart F. Harkness, Secretary, Des 
Moines, Iowa; Glennard E. Lahrson, Executive Secretary- 
Treasurer, Oakland, California 


DEFINITION OF SPECIALTY PRACTICE 


The practice of internal medicine is devoted prima- 
rily to the application of subjective, objective, and 
laboratory procedures in studying and evaluating 
the affections, diseases, and functional disorders of 
the circulatory, respiratory, digestive, endocrine, 
metabolic, musculoskeletal, hematopoietic, and elim- 
inative systems of the human body to: 

a. the correlation of data thus secured with clini- 
cal observations to reach diagnostic conclusions; 

b. the management of cases within this field by 
the utilization of all nonsurgical measures; 

c. assist in planning the therapeutic utilization of 
the technics of other specialty branches of medical 
and surgical practice in the care of patients. 

The practice of internal medicine does not in- 
clude the treatment of the organs of special sense or 
the organs of the reproductive system, except as to 
their endocrine relations, and excludes the use of 
instrumental procedures ordinarily performed by 
surgeons or surgical specialists. 


REQUIREMENTS FOR CERTIFICATION 


A. Educational Qualifications—To be eligible to re- 
ceive a certificate of specialization from the Ameri- 
can Osteopathic Board of Internal Medicine the ap- 
plicant must meet all of the minimum requirements 
as set forth in the Bylaws of the American Osteo- 
pathic Board of Internal Medicine, Article IV, Sec- 
tions 1, 2, and 3. 

The 3-year period of training related to the spe- 
cialty as required in the Bylaws, Article IV, Section 
1 (f), is further defined: 

1. A period of not less than 3 years of special 
training related to this specialty shall be required, 
after the required 1 year of internship or its equiva- 
lent, but not necessarily running 3 consecutive years. 
This Board may modify the requirement of 3 years’ 
special training by allowing a credit of 1 year of spe- 
cial training for each 5 years of specialty practice 
for a total credit of not to exceed 2 years of the re- 
quirement for physicians who graduated prior to 
1946, but in no case may such applicant be accepted 
for examination without at least 1 year of special 
training as defined. 

A year of special training shall be interpreted to 
mean 12 months; a training hour is interpreted to 
mean a platform hour. This training shall include: 

1. Advanced study in the sciences: Anatomy, 
physiology, biochemistry, pathology, pharmacology, 
and such other basic sciences as are necessary to a 
mature and comprehensive understanding of the 
prevention, diagnosis, therapy, and management of 
the disorders involved in the specialty. 

2. Active experience in the diagnosis and treat- 
ment in such amount and diversity that it will assure 
adequate training in the specialty. 
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3. To obtain a mature and comprehensive under- 
standing of the Basic Sciences this Board recom- 
mends a minimum of 160 hours of basic science in- 
struction on the graduate level, divided as follows: 


Anatomy ......... 30 hours 
Biochemistry ............. 15 hours 
Bacteriology .............. 20 hours 
Pharmacology ............ 21 hours 


4. Didactic and clinical instruction to assure ade- 
quate training in this specialty is recommended in 
the various fields of internal medicine totaling 320 
hours. This instruction must include cardiology, 
electrocardiography, peripheral vascular diseases, 
medical diseases, diseases of the kidney, gastroen- 
terology, metabolic diseases, endocrinology, hema- 
tology, clinical pathology, respiratory diseases, dis- 
eases of the biliary system, musculoskeletal system, 
x-ray interpretation, ophthalmology, and osteopathic 
principles and therapeutics, including materia medi- 
ca as these relate to internal medicine. 

5. The special training may be provided in col- 
leges, laboratories, clinics, hospitals, or other facili- 
ties satisfactory to this Board, which may include 
approved full-time residencies, fellowships or pre- 
ceptorships. The 3-year, full-time training is defined 
to mean a minimum of 36 months of approximately 
6,000 hours, and it is understood that during this 36- 
calendar-month period, time off may be allowed not 
to exceed 1 month per year. A training clinical hour 
will be 60 minutes, and a didactic hour will be 50 
minutes. 

Second-year internships. A second-year approved 
internship, if devoted entirely to internal medicine, 
will be the equivalent of 1-year full-time training. 
In the event of a second-year rotating internship, 
that amount of time devoted to the medical service 
will be credited toward the training program. 

One year, on a full-time basis, as a graduate stu- 
dent or instructor in bacteriology, biochemistry, pa- 
thology, pharmacology, or physiology will satisfy 
the requirement of 1 year of full-time training in 
internal medicine. 

6. After April 1, 1961, only full-time special train- 
ing programs as defined above will be required. 

7. It shall be this Board’s duty to assist applicants 
in determining a suitable program of special train- 
ing, but it is not this Board’s function to supply the 
training. This Board will recognize as proper insti- 
tutions for securing this training those institutions 
which are approved for special training by the ap- 
proving agencies of the American Osteopathic As- 
sociation, together with such others as this Board 
may determine to possess facilities and personnel 
adequate to provide proper training, An affidavit 

shall be furnished upon the request of this Board. 

B. Membership Requirements—Membership 
qualifications are those as stated in the Bylaws of 
the American Osteopathic Board of Internal Medi- 
cine, Article IV, Section 1 (c). 

C. Graduation Requirements—The graduation 
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requirements with exceptions are those stated in 
the Bylaws of the American Osteopathic Board of 
Internal Medicine, Article IV, Section 2. 

D. Years of Specialty Practice Required—The 
applicant must have practiced as a specialist in the 
field of internal medicine for a period of at least 2 
years subsequent to the minimum of 3 years of spe- 
cial training, as defined by this Board, before he is 
eligible for clinical examination. 

E. Percentage of Practice in Internal Medicine— 
The applicant is expected to have practiced accord- 
ing to the “Definition of the Practice of Internal 
Medicine” as printed in the Regulations and Re- 
quirements of the American Osteopathic Board of 
Internal Medicine, Part II, 1. An affidavit shall be 
furnished on request of the Board. 

F. Case Records—Specially prepared case rec- 
ords for presentation to this Board are not required; 
however, during the investigation by the Creden- 
tials Committee the applicant's office and/or hospi- 
tal records shall be made available on request of the 
Committee. Such original records are not to be re- 
moved from the office or hospital. 

G. Copy of Published Articles—Authenticated 
copies of published articles to be furnished on re- 
quest of the Credentials Committee. No thesis is 
required. 

H. Privilege of Re-Examination—No applicant 
will be re-examined within a period of 1 year fol- 
lowing an initial failure. Reapplication will be nec- 
essary to retake the examination. If the applicant 
fails the second examination, a 2-year period of fur- 
ther special study and practice satisfactory to the 

American Osteopathic Board of Internal Medicine 
is required. A reapplication will be necessary to 
retake the examination after the second failure. 


American Osteopathic Board ef 
Neurology and Psychiatry 


K. Grosvenor Bailey, Chairman, Los Angeles, California; 
Cecil Harris, Vice Chairman, Philadelphia, Pennsylvania; 
Thomas J. Meyers, Los Angeles, California; Harold E. Hig- 
ley, Des Moines, Iowa; Floyd E. Dunn, Secretary-Treasurer, 
Kansas City, Missouri 


DEFINITION OF SPECIALTY PRACTICE 


For the purpose of the operation of this Board, the 
following divisions of practice are defined: 

a. The specialty of neurology shall consist of that 
division of the practice of osteopathic medicine em- 
bracing disorders of the organic nervous system. It 
shall include all diagnostic procedures and examina- 
tion technics giving an understanding of the prob- 
lems involved. Included will be conditions affecting 
the peripheral nerves, as well as the brain and cen- 
tral nervous system, the autonomic nervous system, 
and endocrine syndromes, and specific conditions 


such as epilepsy, migraine, tics, etc., are included. 
It does not include neurosurgery. 

b. The specialty of psychiatry includes that divi- 
sion of the practice of osteopathic medicine involv- 
ing functional and organic disturbances of the mind, 
emotions, and nervous system. It includes person- 
ality problems, addictions, behavior difficulties, in- 
sanities, marital problems, and sexual and social 
anomalies. It covers counseling and psychotherapy 
in all its aspects, as well as diagnostic methods lead- 
ing to an understanding of the dynamics of the 
mind. It includes legal and child psychiatry and the 
field of psychosomatics. It includes electroshock, 
hydrotherapy, electronarcosis, and other physical 
modalities applied to the treatment of the mentally 
ill. It does not include neurosurgery. 

c. The specialty of neurology and psychiatry in- 
cludes all of the divisions of osteopathic medicine 
as combined with the definitions of the specialty of 
neurology and the specialty of psychiatry, as stated 
in a and b above. 

Note: For the definition of neurosurgery and for 
the requirements, see American Osteopathic Board 
of Surgery. 

REQUIREMENTS FOR CERTIFICATION 


Sec. 1. To be eligible to receive a certificate of spe- 


cialization from the American Osteopathic Board of 
Neurology and Psychiatry the applicant must meet 
all of the following minimum requirements, except- 
ing as provided in Article IV, Section 3 and Section 
4 of the Bylaws: 

(a) He must have graduated from an approved 
osteopathic college. 

(b) He must be licensed to practice in the state 
or territory where he conducts his specialty practice. 

(c) He must have been a member in good stand- 
ing of the American Osteopathic Association and of 
his state or divisional society for a continuous pe- 
riod of at least 3 years immediately prior to appli- 
cation for examination by this Board. 

(d) He must have satisfactorily completed an 
internship of at least 1 year in a hospital approved 
for intern training by the American Osteopathic 
Association or satisfactory to this Board. If grad- 
uated in 1942 or prior thereto, the applicant must 
have had training of value equivalent to that of an 
acceptable internship as determined by this Board. 

(e) He must be able to show evidence of con- 
formity to the standards set in the Code of Ethics 
of the American Osteopathic Association. 

(£) A period of not less than 3 years of special 
training related to the specialty shall be required, 
after the required 1 year of internship, or its equiv- 
alent, but not necessarily running 3 consecutive 
years. This Board may modify the requirement of 3 
years’ special training by allowing a credit of 1 
year of special training for each 5 years of specialty 
practice for a total credit of not to exceed 2 years 
of the requirement, for physicians who graduated 
prior to 1946, but in no case may such applicant be 
accepted for examination without at least 1 year of 
special training as defined. For certification in 
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neurology and psychiatry, the training period shall 
be not less than 5 years. This training shall include: 

(i) Advanced study in the sciences: Anatomy, 
physiology, biochemistry, pathology, pharmacology, 
and such other basic sciences as are necessary to a 
mature and comprehensive understanding of the 
prevention, diagnosis, therapy, and management 
of the disorders involved in the specialty. 

(ii) Active experience in the diagnosis and 
treatment in such amount and diversity that it will 
assure adequate training in the specialty. 

The 3-year period of special training as required 
in Section 1 (f), above, is further defined: 

1. For certification in Neurology the following 
shall be included in an acceptable training program, 
residency, or preceptorship: 

The amount of time of training shall total 3 cal- 
endar years or 6,000 clock hours and shall include: 
Basic Science ............ 100 clock hours 
Psychiatry .and Psychology 500 clock hours 

Neurological Surgery 

Observation ............ 500 clock hours 

Didactic Courses ......... 500 clock hours 
A maximum of 1,000 hours may be granted for case 
reports, 2 hours being allowed for each. A maximum 
of 500 such reports may be presented. Such reports 
may be considered if they are submitted in an ap- 
proved form and signed by the preceptor. Each re- 
port must include sufficient information to ade- 
quately describe the problem, support of diagnosis, 
data for differential diagnostic study, an estimate of 
the prognosis, and a suggested plan of treatment. 
Clinical training shall include: Electroencepha- 
lography, electromyography, reactions of degenera- 
tion, neuroophthalmoscopy, spinal taps, cisternal 
puncture, encephalography, ventriculography, stel- 
late ganglion blocks, angiography, myelography, 
and autopsy studies. The amount of clinical train- 
ing shall be 3,400 clock hours. Furthermore, the 
clinical material utilized must include a sampling 
of: Degenerative diseases, traumatic conditions, 
convulsive disorders, infective and toxic problems, 
neoplasms of the nervous system, deficiency states, 
cerebro-vascular problems, and geriatric and pedi- 
atric neurology. 

Training in Neurology preferably should but 
need not necessarily precede training in Neuro- 
surgery. 

2. For certification in Psychiatry the following 
shall be included in an acceptable training pro- 
gram, residency, or preceptorship: 

The amount of time of training shall total 3 cal- 
endar years or 6,000 clock hours and shall include: 

Psychological Subjects 


including Testing ....... 500 clock hours 
Neurology and Neurological 

500 clock hours 
Basic Science ............ 100 clock hours 


A maximum of 1,000 hours may be granted for case 
reports, 2 hours being allowed for each. A maximum 
of 500 such reports may be presented. Such reports 
may be considered if they are submitted in an ap- 
proved form and signed by the preceptor. Psycho- 
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analysis to which the applicant has submitted him- 
self for treatment or for training will be credited for 
a maximum amount of 200 clock hours. The training 
program for certification in Psychiatry shall be pri- 
marily of a clinical nature and must be conducted 
as actual contact with patients under supervision. 
The full range of psychiatric conditions shall in- 
clude: Functional psychotics, neuroses of all kinds, 
sexual aberrations, organic mental conditions, geri- 
atric psychiatry, pediatric psychiatry, marital prob- 
lems, neurologic psychiatry, psychosomatics, men- 
tal deficiency, epilepsy, narcolepsy, alcoholism, 
psychopathic personalities, syphilis of the nervous 
system, and legal psychiatry. In addition, the ap- 
plicant shall acquire familiarity with the theory of 
Psychiatry and the technics of: Electro-shock treat- 
ment, physiotherapy in psychiatry, hydrotherapy 
in psychiatry, pharmacology in psychiatry, dietetics 
in psychiatry, occupational therapy, psychotherapy 
(at least an operational ability), hypnosis and sug- 
gestion, child guidance, marital counseling, elemen- 
tary psychological testing, and psychiatric exam- 
ination procedure. Only work done in clinically 
oriented disciplines will be credited. The policy 
of this Board is to scrutinize critically all preceptor 
training programs in psychiatry because of its 
limitations and its questionable value. Unapproved 
preceptor training programs will not be recognized 
by this Board. The minimum amount of clinical 
training shall be 3,400 clock hours. 

3. For certification in Neurology and Psychiatry 
an acceptable training program shall consist of a 
minimum of 5 years’ full-time training or a total of 
10,000 clock hours. This training shall consist of 2 
years devoted exclusively to the study of Neurology 
and 2 years devoted exclusively to the study of Psy- 
chiatry and 1 year of study which shall include ma- 
terial from both fields and the Basic Sciences. 

A holder of a certificate in Neurology or a holder 
of a certificate in Psychiatry shall be required to 
complete a minimum of 2 years’ additional training 
to qualify for a certificate in Neurology and Psychia- 
try. The required 2 years’ additional training pro- 
gram must be approved by the American Osteo- 
pathic Board of Neurology and Psychiatry. 

The special training may be provided in colleges, 
laboratories, clinics, hospitals, or other facilities sat- 
isfactory to this Board, or by serving an acceptable 
assistantship to or studying under the preceptor- 
ship of a qualified specialist in this field, supple- 
mented by prescribed study conforming to a plan 
approved by this Board. 

The minimum 3-year period of special training 
may be made up of varying combinations of the 
several types mentioned above, as determined by 
this Board. It shall be this Board’s duty to assist 
applicants in determining a suitable program of 
special training, but it is not this Board’s function 
to supply the training. This Board will recognize 
as proper institutions for securing this training 
those institutions which are approved for special 
training by the approving agencies of the American 
Osteopathic Association, together with such others 
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as this Board may determine to possess facilities 
and personnel adequate to provide proper training, 

(g) He must practice as a specialist in his field 
for a period of at least 2 years subsequent to the 

minimum 3 years of special training. At least 80 per 
cent of the applicant’s practice must be in the spe- 
cialty field. 

(h) Following satisfactory compliance with the 
prescribed requirements as to special training and 
specialty practice, the applicant shall be required to 
pass appropriate examinations planned to evaluate 
his understanding of the scientific bases of the prob- 
lems involved in the specialty, his familiarity with 
the current advances in the specialty and the pos- 
session of sound judgment and of a high degree of 
skill in the diagnostic and therapeutic procedures 
involved in the practice of the specialty. Oral, writ- 
ten, and clinical examinations shall be conducted 
and required in the case of each applicant. This 
Board may conduct the oral and written examina- 
tions at the end of the required 3 years of special 
training, but shall not conduct the practical or 
clinical examination until the required 2 years of 
specialty practice have been completed. The mem- 
bers of this Board shall personally review, if not 
perform, the grading of each written examination. 
The conduct of the clinical examinations may be 
delegated to committees of not fewer than two 
individuals maturely qualified in the specialty. A 
full’ description of the method of conducting the 
examination shall be formulated in this Board’s 
Regulations and Requirements, and provision for 
re-examination shall be made. 

Sec. 2. In the case of any applicant who was en- 
gaged in the practice of his specialty by 1939, or 
prior thereto, and who graduated prior to 1936, 
and who meets the general requirements stated in 
Section 1, (a), (b), (c), (d), and (e) above and 
has maintained appropriate activity in American 
Osteopathic Association organizational work, spe- 
cialty societies, hospital staff work, the pursuit of 
periodic postgraduate work, contributions to pro- 
fessional literature, or otherwise has indicated his 
consistent interest and competence in his specialty, 
the requirements of Article IV, Section 1, para- 
graphs (f) and (h) may be waived, and he may 
be recommended for certification after passing an 
appropriate oral and/or clinical examination. The 
final date for accepting applications under this 
classification shall be May 1, 1961. 

Sec. 3. Subject to the recommendations of the 
Advisory Board for Osteopathic Specialists and to 
the approval of the Board of Trustees of the Ameri- 
can Osteopathic Association, the American Osteo- 
pathic Board of Neurology and Psychiatry may 
require such further training in each of the spe- 
cialty fields coming under its jurisdiction as in its 
judgment such field may require, provided that 
the additional requirements for each specialty field 
are clearly set forth in the Regulations and Re- 
quirements of this Board. Additions to requirements 
shall not go into effect until 1 year subsequent to 
the announcement of such change. 


American Osteopathic Board of 
Obstetrics and Gynecology 


Dorothy J. Marsh, Chairman, Glendale, California; Frank E. 
Gruber, Vice Chairman, Philadelphia, Pennsylvania; Carl 
Waterbury, Des Moines, Iowa; Arthur B. Funnell, Denver, 
Colorado; Charles J. Mount, III, Burbank, California; A. J. 
Still, Flint, Michigan; James G. Matthews, Jr., Berkley, 
Michigan; Kenneth A. Scott, Providence, Rhode Island; 
Jacquelin Bryson, Secretary-Treasurer, Denver, Colorado 


DEFINITION OF SPECIALTY PRACTICE 


a. Obstetrics: The practice of obstetrics shall be 
defined as the diagnosis and management of all 
states presented in cases of pregnancy from the 
time of conception through the postpartum period 
by use of any or all means excepting those involv- 
ing laparotomy or vaginal cesarean section. 

b. Gynecology: The practice of gynecology shall 
be defined as the diagnosis and treatment of dis- 
eases peculiar to the female, and because of the 
close relationship does not exclude affections of the 
mammary gland and urinary tract in the female, 
but does exclude all major surgical procedures. 

(1) The surgical procedures included under 
Gynecology are: 

(a) Cervical cautery, conization, and biopsy 

(b) Endometrial biopsy 

(c) Diagnostic dilatation and curettage 

(e) Hysterosalpingographies and tubal insuffla- 
tions 

(e) Incision of superficial abscesses 

(£) Biopsy and excision of superficial tumors of 
the vulva 

(g) Female circumcision 

(h) Breast biopsies 

c. Obstetrical Gynecological Surgery: The prac- 
tice of obstetrical-gynecological surgery shall con- 
sist of and include that branch of medical science, 


art, and practice which is concerned with major 


operative procedures: 

(1) Within the abdomen and pelvis upon the 
female generative system or structures related 
thereto; 

(2) Major plastic procedures upon the vaginal 
tract by manual and instrumental means; 

(3) And mammary gland. 


REQUIREMENTS FOR CERTIFICATION 


To be eligible to receive a certificate of specializa- 
tion from the American Osteopathic Board of 
Obstetrics and Gynecology the applicant must meet 
all of the following minimum requirements: 

a. He must be a graduate of an approved osteo- 
pathic college. 

b. He must be licensed to practice in the state or 
territory where he conducts his specialty practice. 
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c. He must have been a member in good standing 
of the American Osteopathic Association and of his 
state or divisional society for a continuous period of 
at least 3 years prior to application for examination 
by this Board. 

d. He must have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved for 
intern training by the American Osteopathic Asso- 
ciation or satisfactory to this Board. If graduated in 
1942 or prior thereto, the applicant must have had 
training of value equivalent to that of an acceptable 
internship as determined by this Board. 

e. He must be able to show evidence of conform- 
ity to the standards set in the Code of Ethics of the 
American Osteopathic Association. 

f. A period of not less than 3 years of special 
training related to the specialty shall be required, 
after the required 1 year of internship, or its equiv- 
alent, but not necessarily immediately following 
the internship nor running 3 consecutive years, ex- 
cept that in the case of applicants who graduated 
prior to 1946, this Board may modify the require- 
ment of 3 years of special training by allowing a 
credit of 1 year of special training for each 5 years 
of specialty practice for a total credit of not to 
exceed 2 years of the requirement, but in no case 
may such an applicant graduated prior to 1946 be 
accepted for examination without at least 1 year 
of special training as defined. The training. shall 
include: 

(i) Advanced study in the sciences: Anatomy, 
physiology, biochemistry, pathology, pharmacology, 
and such other basic sciences as are necessary to a 
mature and comprehensive understanding of the 
prevention, diagnosis, therapy, and management of 
the disorders involved in the specialty. 

A minimum of 100 clock hours shall be required 
in the basic science training programs, subdivided 
as follows: 

(a) A minimum of 10 clock hours each in the 
following subjects: Anatomy, physiology, biochem- 
istry, pathology, and pharmacology. 

(b) The remainder of the minimum required 
hours may be taken in any of the subjects men- 
tioned or in other basic sciences related to the 
specialty. 

(ii) Active experience in diagnosis and treatment 
in such amount and diversity that it will assure 
adequate training in the specialty. 

The special training may be provided in colleges, 
laboratories, clinics, hospitals, or other facilities sat- 
isfactory to this Board, or by studying under the 
preceptorship of a qualified specialist in this field, 
supplemented by prescribed study conforming to a 
plan approved by this Board. 

The minimum 3-year period of special training 
may be made up of varying combinations of the 
several types mentioned above, as determined by 
this Board. 

It shall be this Board’s duty to assist applicants 
in determining a suitable program of special train- 
ing, but it is not this Board’s function to supply the 
training. 
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This Board will recognize as proper institutions 
for securing this training those institutions which 
are approved for special training in Obstetrics and 
Gynecology and Obstetrical-Gynecological Surgery 
by the approving agencies of the American Osteo- 
pathic Association, together with such others as this 
Board may determine to possess facilities and per- 
sonnel adequate to provide proper training. 

This Board will also recognize as proper institu- 
tions for securing this training those institutions 
which are approved for special training in general 
or gynecological surgery by the approving agencies 
of the American Osteopathic Association, provided 
that the total 3-year training period includes the 
required training in Obstetrics and Gynecology 
and Obstetrical-Gynecological Surgery, together 
with such others as this Board may determine to 
possess facilities and personnel adequate to pro- 
vide proper training. 

g. He must practice as a specialist in his field for 
a period of at least 2 years subsequent to the mini- 
mum 3 years of special training as defined by this 
Board prior to being examined. 

h. Thesis: 

1. The applicant shall submit a thesis which 
shall be a report of an original investigation in the 
specialty field by the applicant or a review of the 
literature to which the applicant shall add personal 
experiences referable to the subject matter. This 
Board may accept a previously published article on 
a subject in the specialty field covered by this 
Board. Grading of the article will be based on Eng- 
lish composition and neatness as well as upon the 
subject matter. 

2. Unacceptable Case Records and Thesis. 
This Board reserves the right to refuse for credit 
any case record or records or any thesis if, in its 
judgment, they do not conform to the standards 
previously mentioned. 

i. Following satisfactory compliance with the 
prescribed requirements as to special training and 
specialty practice, the applicant shall be required 
to pass appropriate examinations planned to evalu- 
ate his understanding of the scientific bases of the 
problems involved in the specialty, his familiarity 
with the current advances in the specialty, and the 
possession of sound judgment and a high degree 
of skill in the diagnostic and therapeutic proce- 
dures involved in the practice of his specialty. Oral, 
written, and clinical examinations shall be con- 
ducted and required in the case of each applicant. 
The members of this Board shall personally review, 
if not perform, the grading of each written ex- 
amination. The conduct of the clinical examinations 
may be delegated to committees of not fewer than 
two individuals maturely qualified in the specialty. 

j. Modification of requirements: 

In the case of any applicant who was engaged in 
the practice of his specialty by 1939, or prior there- 
to, and who graduated prior to 1936, and who 
meets the general requirements stated in Article 
IV, Section 1 (a), (b), (c), (d), and (e) of the 
Bylaws of this Board, and has maintained appro- 
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priate activity in American Osteopathic Association 
organizational work, specialty societies, hospital 
staff work, the pursuit of periodic postgraduate 
work, contributions to professional literature, or 
otherwise has indicated his consistent interest and 
competence in his specialty field, the requirements 
of Article IV, Section 1, paragraphs (f) and (h) of 
the Bylaws of this Board may be waived and he 
may be recommended for certification after pass- 
ing an appropriate oral and/or clinical examina- 
tion. The final date for accepting applications under 
this classification shall be May 1, 1961. 


REQUIREMENTS FOR CERTIFICATION IN 
OBSTETRICS AND GYNECOLOGY 


1. Percentage of practice in the field covered by 
this specialty shall be not less than 60 per cent. The 
applicant must supply a notarized affidavit of the 
foregoing. 

2. The applicant shall furnish an affidavit of 
having been first assistant to a qualified specialist 
in the management of not less than 50 pathological 
pelvic deliveries as encountered during his assist- 
antship, and 200 cases of a gynecological nature. 

3. The applicant must show notarized docu- 
mented evidence of handling, on his own respon- 
sibility, not less than 25 pathological pelvic deliver- 
ies and such other nonpathological deliveries as 
were encountered in the practice of the specialty. 

4. The applicant must show notarized docu- 
mented evidence of handling, as a responsible 
physician, 100 gynecological cases in which he shall 
have (a) made a complete examination, including 
laboratory studies; (b) determined a diagnosis; (c) 
recommended a gynecological or obstetrical-gyn- 
ecological surgical treatment; (d) observed or par- 
ticipated in a surgical correction of a pathology 
found, or performed the gynecological or obstetri- 
cal-gynecological surgical treatment; and (e) fol- 
lowed the patient through her convalescence to 
recovery. A reasonable proportion of obstetrical- 
gynecological surgical and gynecological cases shall 
be included. 

5. The applicant shall send to the Secretary- 
Treasurer of this Board authentic copies of 5 patho- 
logical obstetrical case records, and 5 complicated 
gynecological case records. The applicant must file 
an affidavit certifying that the records are exact 
copies of authentic records in his files, and that he 
personally cared for the cases presented. All rec- 
ords must be presented in printed form. The ob- 
stetrical case records must include a history, physi- 
cal examination, routine and special laboratory 
examinations, antepartum, labor, delivery, and post- 
partum progress records of sufficient quality to 
clearly reflect the detailed management of the case 

to the time of dismissal. The gynecological case 
records shall include history, physical examination, 
routine and special laboratory examinations, diag- 
nosis, detailed treatment notes, progress notes, and 
case summary. 


REQUIREMENTS FOR CERTIFICATION 
IN OBSTETRICAL-GYNECOLOGICAL SURGERY 


1. Percentage of practice by the applicant in the 
Obstetrical-Gynecological Surgical phases shall not 
be less than 75 per cent. The applicant must supply 
a notarized affidavit of the foregoing. 

2. The applicant shall furnish an affidavit of 
having been first assistant to a qualified specialist 
in the management of not less than 50 pathological 
pelvic deliveries and such other nonpathological 
deliveries as were encountered during his assist- 
antship. 

3. The applicant must show notarized docu- 
mental evidence of handling on his own responsi- 

bility not less than 25 pathological pelvic deliveries 
’ and such other nonpathological deliveries as were 
encountered in the practice of the specialty. 

4. He shall have assisted in the performance of 
not less than 400 major surgical operations, 200 of 
which must be of a major obstetrical-gynecological 
nature. Not more than 25 per cent of any one surgi- 
cal procedure shall be permitted for accreditation 
towards the required number of operative assist- 
antships. 

5. He shall have performed a minimum of 200 
major surgical operations in which he was the re- 
sponsible surgeon, 100 of which must be of a major 
obstetrical-gynecological nature. Not more than 
25 per cent of any one surgical procedure shall be 
permitted for accreditation towards the required 
number of operative procedures performed on his 
own responsibility. 

6. The applicant shall send to the Secretary- 
Treasurer of this Board authentic copies of 25 case 
records of major obstetrical-gynecological surgical 
procedures. The applicant must file an affidavit 
certifying that the records are exact copies of au- 
thentic records in his files and that he personally 
cared for the cases presented. All records must be 
presented in printed form. The case records must 
include a history, physical examination, all pre- 
operative diagnostic procedures, operating tech- 
nique, surgical findings, progress notes, pathologic 
reports, and case summary up to the date of dis- 
charge from his care. 

7. These records become the property of this 
Board and shall be placed on file with the Secre- 
tary-Treasurer of this Board for a minimum of 3 
years. 

8. He shall demonstrate his fitness to take the 
examination in any other manner required by this 
Board. 
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American Osteopathic Board 
of Ophthalmology and 


Otorhinolaryngology 


Ralph S. Licklider, Chairman, Columbus, Ohio; C. L. Atte- 
bery, Vice Chairman, Kirksville, Missouri; J. Ermest Leuz- 
inger, Philadelphia, Pennsylvania; Ward G. DeWitt, Long 
Beach, California; Richard J. Murphy, Detroit, Michigan; 
Clifford C. Foster, Secretary-Treasurer and Executive Sec- 
retary, Lakewood, Ohio 


DEFINITION OF SPECIALTY PRACTICE 


Sec. 1. For the purpose of the operation of this 
eee the following divisions of practice are de- 
ned: 

(a) The practice of ophthalmology shall consist 
of the diagnosis and treatment of the disorders and 
diseases of the eye and its adnexa, including re- 
fraction. 

(b) The practice of otorhinolaryngology shall in- 
clude the diagnosis and treatment of disorders 
and diseases of the ear, nose, and throat. It may 
include such other specialties as have a definite 
relationship to otorhinolaryngology. 

(c) The practice of orofacial plastic surgery shall 
include the diagnosis, medical and surgical treat- 
ment and repair of development, congenital and 
acquired deformities of the mouth and face, to in- 
clude the entire area of the head and neck. 


REQUIREMENTS FOR CERTIFICATION 


The American Osteopathic Board of Ophthalmol- 
ogy and Otorhinolaryngology will accept for ex- 
amination for certification only osteopathic physi- 
cians who are specializing in one of the specialties 
coming under the jurisdiction of this Board, al- 
though the proportion of specialization in practice 
which is acceptable by this Board may vary accord- 
ing to the size of the community, and the conditions 
under which the applicant practices. The applicant 
must be engaged in the practice of ophthalmology 
and/or otorhinolaryngology, orofacial plastic sur- 
gery, or one of the specialties coming under the 
jurisdiction of this Board, and he must present 
evidence satisfactory to the Board that he is so 
practicing. It shall be the policy of this Board to 
require the Credentials Committee to carefully 
scrutinize the scope of specialty practice repre- 
sented in each applicant’s report, unless an appli- 
cant presents evidence that the scope of his spe- 
cialty practice is sufficiently varied and of a major 
character. 

Each applicant for examination for certification 
in ophthalmology and/or otorhinolaryngology, oro- 
facial plastic surgery, or in any of the specialty 
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fields coming under the jurisdiction of the Ameri- 
can Osteopathic Board of Ophthalmology and Oto- 
rhinolaryngology must present evidence that he has 
met the following minimum requirements: 

1. He must be a graduate of an approved osteo- 
pathic college for at least 7 years prior to consid- 
eration of his application by this Board. 

2. He must have been a member in good stand- 
ing of the American Osteopathic Association and 
of his state or divisional society for a continuous 
period of at least 3 years immediately prior to ap- 
plication for examination by this Board; and, if 
successful in passing his examination, he shall re- 
main a member in good standing of the American 
Osteopathic Association and in his state or divi- 
sional society. 

3. He must be licensed to practice in the state or 
territory where he conducts his specialty practice. 

4. He must be and, if certified, continue to be 
favorably known and recognized in his community 
and by his clientele as an osteopathic physician 
who is specializing in the practice of ophthalmol- 
ogy and/or otorhinolaryngology, orofacial plastic 
surgery, or a specialty coming under the jurisdic- 
tion of this Board, and must publicize his affiliations 
only in an ethical manner. 

5. He must have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved 
for intern training by the American Osteopathic 
Association or satisfactory to the American Osteo- 
pathic Board of Ophthalmology and Otorhinolar- 
yngology. If the applicant graduated in 1942 or 
prior thereto, he must furnish evidence of training 
of equal value satisfactory to the American Osteo- 
pathic Board of Ophthalmology and Otorhinolar- 
yngology, in lieu of a recognized internship. The 
intern year of 9 months, as prescribed by the Selec- 
tive Service Board during World War II, shall be 
acceptable as fulfilling this requirement. 

6. He must be able to show evidence of con- 
formity to the standards set in the Code of Ethics 
of the American Osteopathic Association. 

7. He must provide notarized documentary evi- 
dence of a minimum of 3 years of special training 
and practice of ophthalmology and/or otorhino- 
laryngology, or of orofacial plastic surgery, after the 
required 1 year of internship, or its equivalent, but 
not necessarily immediately following the intern- 
ship, nor running 3 consecutive years. In the case of 
applicants who graduated prior to 1946, this Board 
may modify the requirements of 3 years’ special 
training by allowing a credit of 1 year of special 
training for each 5 years of specialty practice for 
a total not to exceed 2 years of the requirement, 
but in no case may such applicant be accepted for 
examination without at least 1 year of special train- 
ing from one or more of the categories listed in the 
following paragraph. 

8. Applicants graduating after 1946 must meet 
the training requirements under one of the follow- 
ing categories. 

a. The training may consist of a 3-year full-time 
residency. The residency to be served in a hospital 
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recognized by this Board and the Bureau of Hos- 
pitals of the American Osteopathic Association, fol- 
lowed by 2 years of a successful specialty practice. 

b. The training may consist of 3 years as a full- 
time trainee under a certified specialist approved 
by this Board, as a preceptor, in both hospital and 
office practice, followed by 2 years of successful 
specialty practice. 

c. In no case will more than 1 year of credit to- 
ward certification be allowed for foreign study. 

9. He must provide notarized documentary evi- 
dence that he has performed 100 major surgical 
operations, in which he was the responsible sur- 
geon. 

10. He must present evidence that he has had 
advanced study in the sciences: Anatomy, physi- 
ology, biochemistry, pathology, pharmacology, and 
such other basic sciences as are necessary to a ma- 
ture and comprehensive understanding of the pre- 
vention, diagnosis, therapy, and management of the 
disorders involved in the specialty. 

11. He must present detailed case reports ac- 
ceptable to the American Osteopathic Board of Oph- 
thalmology and Otorhinolaryngology of twenty-five 
major procedures in which he was the responsible 
surgeon and handled by him within the past 5 
years. These records shall include history, physical 
examination, routine laboratory work, special lab- 
oratory work, preoperative diagnosis, detailed find- 
ings, detailed operative procedure, postoperative 
diagnosis, the progress notes, gross and histological 
description, and diagnosis of excised tissue and a 
case summary. _ 

Two letters of endorsement are required, also a 
notarized statement of specialty practice by the 
hospital administrator, plus the following docu- 
ments in photostatic copies; these must be included 
with either the case reports or at the time the ap- 
plicant forwards his application for examination: 

Photostats of: 

1. College diploma 
2. Certificate of internship 
3. Residency/trainee 
certificate or notarized evidence 
4. Certificates of basic sciences or 
notarized evidence 

12. An applicant who graduated in 1936, or 
prior thereto, and who was engaged in the practice 
of his specialty by 1939 or prior thereto, and who 
during the 10 years immediately preceding his 
application for certification, has been recognized 
by the profession in his community as a specialist 
in the field of ophthalmology and/or otorhinolar- 
yngology or orofacial plastic surgery, and who 
meets the general requirements as to association 
membership, licensure, ethical standing, etc., and 
who has maintained appropriate activity in the 
American Osteopathic Association organizational 
work, specialty group activity, hospital staff work, 
the pursuit of periodic postgraduate study, con- 
tributions to the professional literature, etc., or 
otherwise indicated a consistent interest and com- 

petence in his specialty field; if, in the opinion 


of the Credentials Committee, the applicant has 
been so regarded, the American Osteopathic Board 
of Ophthalmology and Otorhinolaryngology may 
waive the written portion of the examination, and 
recommend the applicant to the Advisory Board 
for Osteopathic Specialists for certification by the 
American Osteopathic Association, after the appli- 
cant has successfully passed an appropriate oral 
and/or clinical examination. Applicants under the 
above classification (#12) are required to submit 
25 case reports as stated in paragraph #11 of this 
document. The final date for accepting applica- 
tions under this classification will be May 1, 1961. 

All applicants except those otherwise provided 


for in the above paragraph must successfully pass - 


all examinations set forth in these regulations. 

As a primary prerequisite for certification in a 
specialty under the jurisdiction of this Board, the 
applicant must show evidence of a well-developed 
understanding of the osteopathic principles and a 
demonstrated ability to apply these principles. 

Note: Undocumented and informal education 
will be discontinued as a source of certification 
after July, 1961. 

A thesis of 2,000 words will be a further re- 
quirement for Certification beginning in 1960, the 
subject of the applicant’s choice or assigned by the 
Examining Board. 


American Osteopathic Board 
of Pathology 


Norman W. Arends, Chairman, Huntington Woods, Michi- 
gan; W. Harriet Davis, Vice Chairman, Burbank, California; 
Boyd B. Button, Portland, Maine; George E. Miller, Dallas, 
Texas; George E. Himes, Flint, Michigan; O. Edwin Owen, 
Secretary-Treasurer, Philadelphia, Pennsylvania 


DEFINITION OF SPECIALTY PRACTICE 


Sec. 1. For the purpose of the operation of this 
Board the following divisions of practice are de- 
fined: 

(a) The practice of clinical pathology shall con- 
sist of and include all phases of general clinical 
laboratory work, hematology, bacteriology, mycol- 
ogy, parasitology, serology, toxicology, and applied 
biochemistry. 

(b) The practice of anatomic pathology shall 
consist of and include all aspects of histopathology, 
surgical pathology, autopsy surgery, and their teach- 
ing. 

(c) The practice of pathology shall consist of and 
include surgical pathology, autopsy surgery, histo- 
pathology and clinical pathology. 


REQUIREMENTS FOR CERTIFICATION 


Each applicant for examination for certification in 
clinical pathology or pathology, or any specialty 
coming under the jurisdiction of the American 
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Osteopathic Board of Pathology, must present evi- 
dence that he has met the following minimum re- 
quirements. 

a. Educational qualifications 

1) An applicant must be a graduate of an osteo- 
pathic college approved by the American Osteo- 
pathic Association. 

2) Internship 

a) One year of internship, preferably a rotat- 
ing internship, in a hospital approved for intern 
training by the American Osteopathic Association, 
or under exceptional circumstances other equiva- 
lent institutional training for a period of 1 year 
satisfactory to this Board. 

b) An internship of 9 months shall constitute 
a recognized full internship if served during World 
War II as prescribed by the Selective Service Board 
and when such internships were recognized by the 
American Osteopathic Association as full intern- 
ships. 

c) If graduated in 1942 or prior thereto, the 
applicant must have had experience and/or train- 
ing equivalent to that of an acceptable internship, 
as determined by this Board. 

3) Special training 

a) Pathology 

A period of not less than 3 years of special train- 
ing is required, after the required 1 year of intern- 
ship or its equivalent as defined above (a, 2), but 
not necessarily immediately following the intern- 
ship nor running 3 consecutive years. 

b) Clinical pathology 

A period of not less than 3 years of special train- 
ing is required, after the required 1 year of intern- 
ship or its equivalent as defined above (a, 2), but 
not necessarily immediately following the intern- 
ship nor running 3 consecutive years. 

c) Institutions approved for special training 

(1) This Board shall accept special training 
in pathology or clinical pathology in institutions 
which meet the Board’s requirements and are ap- 
proved for the specific special training by the ap- 
proving agencies of the American Osteopathic As- 
sociation. 

(2) This Board requires that the laboratory 
be under the personal direction of a specialist in 
pathology (or for clinical pathology, a specialist in 
clinical pathology) recognized by this Board as 
capable of proper and thorough teaching of the 
trainee. He need not be certified but certification in 
the specialty is preferable. 

(3) The laboratory, to be satisfactory, must 
have an annual minimal volume as follows: 

2,000. determinations in hematology: 

1,000 determinations in blood chemistry; 

1,500 determinations in bacteriology, mycology, 
parasitology, and serology; 

2,000 determinations in urinanalyses, basal me- 
tabolism tests, electrocardiographs, gastric analy- 
ses, etc., and general miscellaneous laboratory work. 

In addition, for pathology, the following minimal 
volume is required: 

1,000 surgical-case tissues; 
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Postmortem examination of 35 per cent of the 
deaths in the hospital. A postmortem examination 
constitutes at least a thorough examination of the 
trunk in selected cases, additional explorations of 
the head, extremities, spinal cord, etc. 

(4) The laboratory must have an adequate 
library in the specialty and in related sciences and 
fields of practice available to the trainee. 

(5) The approval of the laboratory is on an 
annual basis. 

(6) Ifa laboratory loses its status of approv- 
al, a trainee in that laboratory shall be given credit 
for the time spent in special training only during 
its period of approval. 

d) Programs of special training 

(1) The special training program must meet 
the minimum requirements established by the Amer- 
ican Osteopathic Board of Pathology. 

(2) The special training program must be 
approved by the Committee on Hospitals of the 
American Osteopathic Association. 

(3) The program must meet the require- 
ments to thoroughly train the individual in clinical 
pathology and/or pathology in all of the branches 
as defined in 1, a), b), above. 

(4) This Board requires the following mini- 
mum requirements for approval of a program: 

(a) Pathology. This special training shall 
include: 

1. One year’s clinical pathology training sub- 
divided as follows: 

i) 3 months’ hematology service; 

ii) 3 months’ blood chemistry service; 

iii) 3 months’ bacteriology, mycology, para- 
sitology, and serology service; 

iv) 3 months’ urinanalyses and miscellane- 
ous tests and general laboratory work service. 

2. Two years’ tissue pathology and autopsy 
surgery. 

(b) Clinical pathology. This special training 
shall include: 

1. One year’s service embracing the four di- 
visions as stated above in (6), (a), 1; 

2. Two years in the laboratory. 

(c) A year is defined as 50 weeks of a mini- 
mum of 40 hours per week. 

(d) Attendance at periodic clinicopatholog- 
ic seminars and/or submission of original theses, 
the number and character to be determined by the 
trainer. 

e) Status of the trainee 

(1) A resident training program comes un- 
der the jurisdiction of the Bureau of Hospitals of 
the American Osteopathic Association. It is defined 
as a full-time training period appropriate to the 
specialty and of not less than 1 year’s duration spent 
in an approved osteopathic hospital. 

(2) The trainee must register with this Board 
within 30 days from the time he begins the special 
training in his specialty. Forms for registration are 
available from the Secretary-Treasurer of this 
Board. 

f) Modification of requirements 


The requirements of Article IV, Section 1, f) and 
h) of the Bylaws may be waived and the appli- 
cant recommended for certification after passing an 
appropriate oral and/or clinical examination, if the 
applicant was engaged in the practice of his spe- 
cialty by 1939, or prior thereto, and who gradu- 
ated prior to 1936, and who meets the general re- 
quirements as follows: 

(1) He must be a graduate of an approved 
osteopathic college. 

(2) He must be licensed to practice in the 
state or territory where he conducts his specialty 
practice. 

(3) He must have been a member in good 
standing of the American Osteopathic Association 
and of his state or divisional society for a continu- 
ous period of at least 3 years immediately prior to 
application for examination. 

(4) He must have satisfactorily completed 
an internship of at least 1 year in a hospital ap- 
proved for intern training by the American Osteo- 
pathic Association or satisfactory to this Board. If 
graduated in 1942 or prior thereto, the applicant 
must have had training of value equivalent to that 
of an acceptable internship as determined by this 
Board. 

(5) He must be able to show evidence of 
conformity to the standards set in the Code of 
Ethics of the American Osteopathic Association. 

(6) He must have maintained appropriate 
activity in American Osteopathic Association or- 
ganizational work, specialty societies, hospital staff 
work, the pursuit of periodic postgraduate work, 
contributions to professional literature or otherwise 
have indicated his consistent interest and compe- 
tence in his specialty. 

The final date for accepting applications under 
this classification shall be May 1, 1961. 

g) Modification of requirements by previous 
commitments by this Board. 

In the case of applicants to whom this Board has 
made definite commitments that a particular pro- 
gram which commenced prior to December 15, 
1946, would meet the requirements for admission 
to examination for certification, the Board may 
waive such requirements of Article IV, Section 1, 
paragraphs d), f), and g) of the Bylaws as would 
prevent the admission of such applicants to ex- 
amination. The requirements of the Bylaws in force 
at the time the commitments were made shall 
apply. 

h) Modification of requirements for those who 
have engaged in specialty practice of pathology or 
clinical pathology. 

If the applicant graduated prior to 1946, this 
Board may modify the specific requirement of spe- 
cial training by allowing a credit of 1 year of 
special training for each 5 years of specialty prac- 
tice for total credit of not to exceed 2 years of the 
requirement. In no case may such applicant be 
accepted for examination without at least 1 year of 
special training as defined. 

b. Years of specialty practice. In addition to com- 


pleting the required special training, the applicant 
shall have engaged in specialty practice in his field 
for not less than 2 years before admission to the 
examination. Specialty practice is defined as a mini- 
mum of 90 per cent of the time occupied in pro- 
fessional practice in the specialty, which may 
include active specialty practice, teaching of pa- 
thology, or administration of a department of pa- 
thology or research. An affidavit in regard to the 
above may be required by the Credentials Commit- 
tee of this Board in evaluating the applicant’s ap- 
plication. 

c. Membership requirements. The applicant must 
have been a member in good standing of the Amer- 
ican Osteopathic Association and of his state or 
divisional society for a continuous period of at least 
3 years immediately prior to application for ex- 
amination by this Board. 

d. Licensure requirement. He must be licensed 
to practice in the state or territory where he con- 
ducts his specialty practice. 

e. Code of Ethics requirement. He must be able 
to show evidence of conformity to the standards 
set in the Code of Ethics of the American Osteo- 
pathic Association. 

f. Following satisfactory compliance with the 
prescribed requirements as to special training and 
specialty practice, the applicant shall be required 
to pass appropriate examinations planned to evalu- 
ate his understanding of the scientific bases of the 
problems involved in the specialty, and his fa- 
miliarity with the current advances in the specialty, 
and the possession of sound judgment and of a high 
degree of skill in the diagnostic and therapeutic 
procedures involved in the practice of the specialty. 
Oral, written, and clinical examinations shall be 
conducted and required in the case of each appli- 
cant. This Board may conduct the oral and written 
examinations at the end of the required 3 years of 
special training, but shall not conduct the practical 
or clinical examination until the required 2 years 
of specialty practice have been completed. The 
members of this Board shall personally review, if 
not perform, the grading of each written examina- 
tion. The conduct of the clinical examinations may 
be delegated to committees of not fewer than two 
individuals maturely qualified in the specialty. A 
full description of the method of conducting the 
examination shall be formulated in this Board’s 
Regulations and Requirements, and provision for 
re-examination shall be made. 


American Osteopathic Board 
of Pediatrics 


William S. Spaeth, Chairman, Drexel Hill, Pennsylvania; 
Vice Chairman, Thomas F. Santucci, Philadelphia, Pennsyl- 
vania; Robert Magrill, Los Angeles, California; Patrick D. 
Philben, Dallas, Texas; Nelson D. King, Secretary-Treasurer, 
Kirksville, Missouri 
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DEFINITION OF SPECIALTY PRACTICE 


The practice of pediatrics shall consist of and in- 
clude the utilization of all of those procedures nec- 
essary to the study and the management of the care 
of infants and children, as well as the prevention, 
diagnosis, and treatment of the diseases of infants 
and children from birth up to the average age of 
sexual maturity. 


REQUIREMENTS FOR CERTIFICATION 


Each applicant for certification under the juris- 
diction of this Board shall present evidence that he 
has met the following minimum requirements: 

1. He shall have been graduated from an ap- 
proved osteopathic college at least 6 years prior to 
consideration of his application by the American 
Osteopathic Board of Pediatrics. 

2. He must be licensed to practice in the state or 
territory where he conducts his specialty practice. 

3. He must have been a member in good stand- 
ing of the American Osteopathic Association and 
of his state or divisional society for a continuous 
period of at least 3 years immediately prior to mak- 
ing application for examination by this Board. 

4. He shall be, and if certified continue to be, 
favorably known and recognized in his commu- 
nity and by his clientele as an osteopathic physician 
who is specializing in the practice of pediatrics and 
shall publicize his osteopathic affiliation in an ethi- 
cal manner. 

5. He must be able to show evidence of conform- 
ance to the standards set in the Code of Ethics of 
the American Osteopathic Association. 

6. He shall have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved 
for intern training by the American Osteopathic 
Association or other equivalent institutional train- 
ing satisfactory to this Board. If the applicant was 
graduated in 1942 or prior thereto, he must have 
had training of value equivalent to that of an ac- 
ceptable internship as determined by this Board. 

7. He shall provide notarized documentary evi- 
dence of at least 3 years of special training related 
to the specialty after the required 1 year of intern- 
ship or its equivalent, but not necessarily immedi- 
ately following the internship nor running 3 con- 
secutive years. In the case of applicants graduated 
prior to 1946, the Board may modify the require- 
ments of 3 years of special training by allowing a 
credit of 1 year of special training for each 5 years 
of specialty practice for a total credit not to exceed 
2 years of the requirement. In no case may such 
applicant graduated prior to 1946 be accepted for 
examination without at least 1 year of special train- 
ing as defined. This training shall include: 

(a) Advanced studies in the sciences: Anatomy, 
physiology, biochemistry, pathology, pharmacology, 
bacteriology, immunology, parasitology, and such 
other basic sciences as are necessary to a mature 
and comprehensive understanding of the preven- 
tion, diagnosis, therapy, and management of the 
disorders involved in the specialty. 
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(b) Active experience in such amount and diver- 
sity in the practice of this specialty that it will 
assure adequate training in the specialty. The 
special training may be provided in colleges, lab- 
oratories, clinics, hospitals, or other facilities satis- 
factory to this Board, or by studying under the 
preceptorship of a qualified specialist in this field, 
supplemented by prescribed study conforming to a 
plan approved by this Board. The minimum 3-year 
period of special training may be made up of vary- 
ing combinations of the several types mentioned 
above as determined by this Board. It shall be this 
Board’s duty to assist applicants in determining a 
suitable program of special training, but it is not 
this Board’s function to supply the training. This 
Board will recognize as proper institutions for se- 
curing the special training those institutions which 
are approved by the approving agencies of the 
American Osteopathic Association together with 
such others as this Board may determine to possess 


facilities and personnel adequate to provide proper 


training. 

8. Subsequent to completing the required special 
training, the applicant shall have engaged in spe- 
cialty practice for not less than 2 years before ad- 
mission to examination. To be considered as en- 
gaging in a specialty practice, the applicant shall 
devote 60 per cent or more of his time to the prac- 
tice of pediatrics. 

9. Following satisfactory compliance with the 
prescribed requirements as to special training and 
specialty practice, the applicant shall be required 
to pass appropriate examinations planned to evalu- 
ate his understanding of the scientific bases of the 
problems involved in this specialty, his familiarity 
with the current advances in the specialty field, 
and the possession of sound judgment and of a 
high degree of skill in the diagnostic and thera- 
peutic procedures involved in the practice of the 
specialty. Oral, written, and clinical examinations 
shall be conducted and required in the case of each 
applicant. 

10. In the case of any applicant who was en- 
gaged in the practice of his specialty by 1939 or 
prior thereto and who graduated prior to 1936, and 
who meets the general requirements as stated in 
Article IV, Section 1, (a), (b), (c), (d), and (e) 
of the Bylaws, and has maintained appropriate ac- 
tivity in American Osteopathic Association organ- 
izational work, specialty societies, hospital staff 
work, the pursuit of periodic postgraduate work, 
contributions to professional literature, or otherwise 
has indicated his consistent interest and compe- 
tence in his specialty, the requirements of Article 
IV, Section 1, (f) and (h) of the Bylaws may be 
waived, and he may be recommended for certifica- 
tion after passing an appropriate oral and/or clini- 
cal examination. The final date for accepting appli- 
cations under this classification shall be May 1, 
1961. 

11. Each applicant for certification coming with- 
in the jurisdiction of this Board shall prepare and 
submit for publication at least three articles on 


pediatrics during the 3 years of special training 
and one article in each of the 2 years of specialty 
practice and shall forward copies of these articles to 
the Secretary-Treasurer of the American Osteo- 
pathic Board of Pediatrics. 


American Osteopathic Board of 
Physical Medicine and Rehabilitation 


Harvey S. Taylor, Chairman, Los Angeles, California; Wal- 
lace M. Pearson, Vice Chairman, Kirksville, Missouri; Robert 
C. Ruenitz, Secretary-Treasurer, Los Angeles, California 


DEFINITION OF SPECIALTY PRACTICE 


The practice of physical medicine and rehabilita- 
tion shall consist of and include the use of all 
medical measures, especially those in the physical 
field, which will hasten the recovery and restoration 
of the ill or handicapped to the fullest physical, 
mental, social, vocational, and economic usefulness 
of which he or she is capable. 


REQUIREMENTS FOR CERTIFICATION 


To be eligible to receive a certificate of special- 
ization from this Board, the applicant must meet 
all of the following minimum requirements, except- 
ing as provided in Article IV, Section 2 of the By- 
laws of this Board: 

a. He must be.a graduate of an approved osteo- 
pathic college. 

b. He must be licensed to practice in the state 
or territory where he conducts his specialty prac- 
tice. 

c. He must have been a member in good stand- 
ing of the American Osteopathic Association and 
of his state or divisional society for a continuous 
period of at least 3 years prior to application for 
examination by this Board. 

d. He must have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved 
for intern training by the American Osteopathic 
Association or satisfactory to this Board. If gradu- 
ated in 1942 or prior thereto, the applicant must 
have had training of value equivalent to that of an 
acceptable internship as determined by this Board. 

e. He must practice as a specialist in his field for 
a period of at least 2 years subsequent to the mini- 
‘mum 3 years of special training. 

f. Percentage of practice in the field covered by 
this specialty shall not be less than 60 per cent. An 
affidavit of proof of practice may be required by 
this Board from the applicant. 

g. Number of case records 

1. The applicant must present evidence of han- 
dling on his own responsibility not less than 200 
cases applicable to this specialty. This evidence 
must include: history, structural examinations, gen- 
eral physical examination, record of special muscle 
and nerve testings where applicable, treatment pre- 


scribed, and progress notes of the case, including 
termination of treatment or at the latest date pa- 
tient was observed. 

2. Documentary evidence of the above may be 
requested by this Board. 

3. These records become the property of this 
Board and shall be placed on file with the Sec- 
retary-Treasurer for a minimum of 3 years. 

h. Thesis 

1. The applicant shall submit reprints or copies 
of representative articles which have been pub- 
lished or have been prepared for publication. The 
thesis, a monograph, shall be an original investiga- 
tion in the specialty field as conducted by the appli- 
cant or a review of the literature to which the 
applicant shall add personal experiences referable 
to the subject matter. 

2. This Board shall submit to the applicant three 
titles as suggestions for the monograph. If these 
are not acceptable to the applicant, the applicant 
may submit a title of his choice to the Board for 
approval. 

3. The title of the thesis must be approved by 
this Board and the title shall be recorded in the 
office of the Secretary-Treasurer. 

4, The form of the thesis shall follow a stylebook 
of the applicant’s choosing. The author and title of 
the stylebook shall be included in the bibliography. 

5. Sufficient copies shall be submitted to the Sec- 
retary-Treasurer of this Board to permit distribu- 
tion of the thesis to the members of the Examina- 
tion Committee. 

i. Training 

A period of not less than 3 years of special train- 
ing related to the specialty shall be required, after 
the required 1 year of internship or its equivalent, 
but need not immediately follow the internship, nor 
run 3 years consecutively. In the case of applicants 
who graduated prior to 1946, this Board may modi- 
fy the requirements of 3 years’ special training by 
allowing a credit of 1 year of special training for 
each 5 years of specialty practice for a total credit 
of not to exceed 2 years of the requirement, but in 
no case may such an applicant graduated prior to 
1946 be accepted for examination without at least 
1 year of special training. 

This training shall include: 

1. Advanced study in the sciences: Anatomy, 
physics, physiology, biochemistry, pathology, phar- 
macology, and such other basic sciences as may be 
required by this Board. 

2. Active experience in the diagnosis and treat- 
ment in such amount and diversity that it will as- 
sure adequate training in the specialty. 

3. The clinical aspects of physical medicine: 

a. Thermotherapy. Clinical applications of heat 
and cold, both local and general. 

b. Hydrotherapy. Methods of employing hy- 
drotherapeutic devices and procedures. 

c. Electrotherapy. Clinical, diagnostic, and 
therapeutic uses of the constant current, interrupted 
current, sinusoidal current, and high frequency cur- 
rent. 
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d. Radiation therapy. Diagnostic and thera- 
peutic uses of ultra-violet and infra-red radiation. 
(Therapeutic applications of roentgen rays and 
atomic radiation are not included in the field of 
physical medicine and rehabilitation. ) 

e. Kinesitherapy. Clinical uses in diagnosis and 
treatment by exercise. 

f. Occupational therapy. Indications for and 
clinical applications of the various types. 

g. Rehabilitation. The diagnostic and thera- 
peutic use of convalescent reconditioning and re- 
habilitation of the seriously disabled person. 

The special training may be provided in colleges, 
laboratories, clinics, hospitals, or other facilities sat- 
isfactory to this Board, or by studying under the 
preceptorship of a qualified specialist in this field, 
supplemented by prescribed study conforming to a 


plan approved by this Board. 


The minimum 3-year period of special training 
may be made up of varying combinations of sev- 
eral types mentioned above, as determined by this 
Board. 

It shall be this Board’s duty to assist applicants 
in determining a suitable program of special train- 
ing, but it is not this Board’s function to supply the 
training. 

This Board will recognize as proper institutions 


_ for securing this training those institutions which 


are approved for special training by the approving 
agencies of the American Osteopathic Association, 
and such others. as this Board may determine to 
possess facilities and personnel adequate to pro- 
vide proper training. 

j. Modification of Requirements. In the case of 
any applicant who was engaged in the practice of 
his specialty by 1939 or prior thereto, and who 
graduated prior to 1936, and who meets the gen- 
eral requirements stated in Article IV, Section 1, 
(a), (b), (c), (d), and (e) of the Bylaws of this 
Board, and has maintained appropriate activity in 
American Osteopathic Association organizational 
work, specialty societies, hospital staff work, the 
pursuit of periodic postgraduate work, contribu- 
tions to professional literature or otherwise has 
indicated his consistent interest and competence 
in his specialty field, the requirements of Article 
IV, Section 1, paragraphs (f) and (h) of the By- 
laws of this Board may be waived and he may 
be recommended for certification after passing an 
appropriate oral and/or clinical examination. The 
final date for accepting applications under this 
classification shall be May 1, 1961. 

k. Following satisfactory compliance with the 
prescribed requirements as to special training and 
specialty practice, the applicant shall be required 
to pass appropriate examinations planned to evalu- 
ate his understanding of the scientific bases of the 
problems involved in the specialty, his familiarity 
with the current advances in the specialty, and the 
possession of sound judgment and of a high degree 
of skill in the diagnostic and therapeutic procedures 
involved in the practice of the specialty. Oral, writ- 
ten, and clinical examinations shall be conducted 
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and required in the case of each applicant. This 
Board may conduct the oral and written examina- 
tions at the end of the required 3 years of special 
training, but shall not conduct the practical or clin- 
ical examination until the required 2 years of spe- 
cialty practice have been completed. The members 
of this Board shall personally review, if not per- 
form, the grading of each written examination. The 
conduct of the clinical examinations may be dele- 
gated to committees of not fewer than two individ- 
uals maturely qualified in the specialty. A full 
description of the method of conducting the ex- 
amination shall be formulated in this Board’s Regu- 
lations and Requirements, and provision for re-ex- 
amination shall be made. 


American Osteopathic Board 
of Proctology 


Lester I. Tavel, Chairman, Houston, Texas; Arden M. Price, 
Vice Chairman, Kansas City, Missouri; Thomas B. Powell, 
Larned, Kansas; William H. Behringer, Jr., Allentown, Penn- 
sylvania; Carlton M. Noll, Secretary-Treasurer, Blissfield, 
Michigan 


DEFINITION OF SPECIALTY PRACTICE 


For the purpose of clarification the following divi- 
sion of specialty practice is defined: 

a. The practice of proctology shall consist of and 
include the treatment of diseases and conditions 
originating within or affecting the anus, rectum, 
perianal and perirectal areas, and related or com- 
plicating conditions not including the use of major 


surgery. 


REQUIREMENTS FOR CERTIFICATION 


To be eligible to receive a certificate of specializa- 
tion from the American Osteopathic Board of Proc- 
tology, the applicant must meet all of the following 
minimum requirements except as provided in Ar- 
ticle IV, Section 2, of the Bylaws of the American 
Osteopathic Board of Proctology. 

a. He must have been graduated from an ap- 
proved osteopathic college at least 5 years prior to 
application. 

b. He must be licensed to practice in the state or 
territory where he conducts his specialty practice. 

c. He must have been a member in good standing 
of the American Osteopathic Association and of his 
state or divisional society for a continuous period of 
at least 3 years immediately prior to application for 
examination by this Board. 

d. He must have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved for 
intern training by the American Osteopathic Asso- 
ciation or other equivalent institutional training sat- 
isfactory to this Board. If graduated in 1942 or prior 
thereto, the applicant must have had training of 
value equivalent to that of an acceptable internship 
as determined by this Board. 
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e. He shall be, and if certified continue to be, 
favorably known and recognized in his community 
and by his clientele as an osteopathic physician 
who is specializing in the practice of proctology 
and shall publicize his osteopathic affiliation in an 
ethical manner. 

f. He must be able to show evidence of conform- 
ity to the standards set in the Code of Ethics of the 
American Osteopathic Association. 

g. A period of not less than 3 years of special 
training related to the specialty shall be required, 
after the required 1 year of internship, or its equiva- 
lent, but not necessarily immediately following the 
internship nor running 3 consecutive years except 
that in the case of applicants who graduated prior 
to 1946, the Board may waive the requirement of 3 
years of special training by allowing a credit of 1 
year of special training for each 5 years of specialty 
practice for a total credit of not to exceed 2 years 
of the requirement but in no case may an applicant 
graduated prior to 1946 be accepted for examina- 
tion without at least 1 year of special training as 
defined. This training shall include: 

(i) Advanced study in the sciences: Anatomy, 
physiology, biochemistry, pathology, pharmacology, 
and such other basic sciences as are necessary to a 
mature and comprehensive understanding of the 
prevention, diagnosis, therapy, and management of 
the disorders involved in the specialty. 

The minimum requirement in the basic sciences 
shall be 100 clock hours subdivided as follows: 

Anatomy 10 hours; physiology 10 hours; biochem- 
istry 10 hours; pathology 10 hours; pharmacology 10 
hours; bacteriology and parasitology 10 hours. 

The balance of 40 hours shall include such other 
basic sciences as this Board may require from time 
to time. 

(ii) Active experience in diagnosis and treat- 
ment in such amount and diversity that it will as- 
sure adequate training in the specialty. 

h. He must practice as a specialist in his field for 
a period of at least 2 years subsequent to the mini- 
mum 3 years of special training. 

i. Training Requirements. (1) Active experience 
in the diagnosis and treatment in such amount and 
diversity that it will assure adequate training in the 
specialty. The special training may be provided in 
colleges, laboratories, clinics, hospitals, or other fa- 
cilities satisfactory to this Board, or by studying un- 
der the preceptorship of a qualified specialist in this 
field supplemented by prescribed study conforming 
to a plan approved by this Board. 

The minimum 3-year period of special training 
may be made up of varying combinations of several 
types mentioned above, as determined by this 
Board. It shall be this Board’s duty to assist appli- 
cants in determining a suitable program of special 
training, but it is not this Board’s function to supply 
the training. This Board will recognize as proper 
institutions for securing this training those institu- 
tions which are approved for special training by 
the approving agencies of the American Osteopathic 
Association together with such others as this Board 
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may determine to possess facilities and personnel 
adequate to provide proper training. 

j. Following satisfactory compliance with the pre- 
scribed requirements as to special training and spe- 
cialty practice, the applicant shall be required to 
pass appropriate examinations planned to evaluate 
his understanding of the scientific bases of the prob- 
lems involved in the specialty, his familiarity with 
the current advances in the specialty, and the pos- 
session of sound judgment and a high degree of 
skill in the diagnosis and therapeutic procedures in- 
volved in the practice of the specialty. Oral, writ- 
ten, and clinical examinations shall be conducted 
and required in the case of each applicant. This 
Board of specialty certification may conduct its oral 
and written examinations at the end of the required 
3 years of special training, but shall not conduct 
the practical or clinical examination until the re- 
quired 2 years of specialty practice have been com- 
pleted. The members of this Board shall personally 
review, if not perform, the grading of each written 
examination. The conduct of the clinical examina- 
tion may be delegated to committees of not fewer 
than two individuals maturely qualified in the spe- 
cialty. 

k. In the case of any applicant who was engaged 
in the practice of his specialty by 1939, or prior 
thereto, and who graduated prior to 1936, and who 
meets the general requirements stated in Section 1, 
(a), (b), (c), (d), and (e) of the Bylaws of this 
Board, and has maintained appropriate activity in 
American Osteopathic Association organizational 
work, specialty societies, hospital staff work, the 
pursuit of periodic postgraduate work, contributions 
to professional literature, or otherwise has indicated 
his consistent interest and competence in his spe- 
cialty, the requirements of Article IV, paragraphs 
(f) and (h) of the Bylaws of this Board may be 
waived and he may be recommended for certifica- 
tion after passing an appropriate oral and/or clini- 
cal examination. The final date for accepting appli- 
cations under this classification shall be May 1, 
1961. 

1. Affidavit. The applicant shall file with the Sec- 
retary-Treasurer of this Board an affidavit in dupli- 
cate stating the percentage of his practice that was 
proctologic in character during the preceding 12- 
month period, based on the number of patients 
seen. An applicant must have a minimum of 75 per 
cent proctologic specialty practice to be eligible for 
examination. 

m. Case Records. The applicant must file with 
the Secretary-Treasurer of this Board true and au- 
thentic copies of 50 detailed case records of procto- 
logic cases he has cared for within the 4-year inter- 
val preceding the filing of his application and an 
affidavit that 200 case records are on file. The 
applicant must file an affidavit in duplicate certi- 
fying that the records are exact copies of true and 
authentic records in his files and that he personally 
cared for thé cases represented. The case records 
and affidavit must reach the Secretary-Treasurer of 
this Board not later than April 15 for the applicant 
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to be eligible for examination at the following an- 
nual meeting of this Board. All records become the 
property of this Board and are not returnable to the 
applicant. 

n. Scientific Article. The applicant must file with 
the Secretary-Treasurer of this Board by April 15 of 
the year he desires examination, a 1,000-word arti- 
cle on a proctologic subject of his choosing or at the 
dictates of this Board. This Board may accept a pre- 
viously published article on a proctologic subject. 
Grading of this scientific article will be based on 
English composition and neatness as well as upon 
the subject matter. Scientific articles must follow 
the standard in common use for composition in such 
articles. 


American Osteopathic Board 
of Radiology 


Theodore C. Hobbs, Chairman, Columbus, Ohio; George W. 
Rea, Vice Chairman, Kirksville, Missouri; Charles J. Karibo, 
Detroit, Michigan; Kenneth L. Wheeler, Philadelphia, Penn- 
sylvania; Hervey S. Scott, Kansas City, Missouri; James N. 
Fox, Dayton, Ohio; Paul T. Lloyd, Philadelphia, Pennsyl- 
vania; John W. Tedrick, Secretary-Treasurer, Denver, Colo- 
rado; D. W. Hendrickson, Assistant Secretary-Treasurer, 
Wichita, Kansas ’ 


DEFINITION OF SPECIALTY PRACTICE 


For the purpose of clarification the following defini- 
tion of the divisions of the special field in radiology 
are given: 

a. The practice of diagnostic roentgenology shall 
consist of and be confined to the performance and 
interpretation of diagnostic roentgenological proce- 
dures. 

b. The practice of roentgenology shall consist of 
and be limited to the performance and interpreta- 
tion of diagnostic roentgenological procedures and 
the use of roentgen rays in therapy. 

c. The practice of radiation therapy shall consist 
of treatment of human disease by the use of roent- 
gen rays, radium, and artificial radioactive sub- 
stances. 

d. The practice of radiology shall consist of and 
include the performance and interpretation of diag- 
nostic roentgenological procedures and the diagno- 
sis and treatment of human disease by the use of 
roentgen rays, radium, and artificial radioactive 
substances. 


REQUIREMENTS FOR CERTIFICATION 


The American Osteopathic Board of Radiology will 
accept for certification only osteopathic physicians 
who are specializing in one of the divisions of radi- 
ology coming under the jurisdiction of this Board. 
The proportion of specialization in practice which 
is acceptable to the Board may vary according to 
the size of the community and the conditions under 
which the applicant practices. The applicant must 
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be engaged in the practice of one of the divisions 
of radiology coming under the jurisdiction of this 
Board, i.e., diagnostic roentgenology, roentgenol- 
ogy, radiology, or radiation therapy, and he must 
present evidence satisfactory to the Board that he 
is so practicing. 

Each application for certification under this 
Board must present evidence that he has met the 
following minimum requirements: 

1. He shall have been graduated from an ap- 
proved osteopathic college at least 5 years prior to 
consideration of his application by this Board. 

2. He must have been a member in good stand- 
ing of the American Osteopathic Association and 
of his state or divisional society for a continuous 
period of at least 3 years immediately prior to mak- 
ing application for examination by this Board. 

3. He shall be, and if certified continue to be, 
favorably known and recognized in his community 
and by his clientele as an osteopathic physician 
who is specializing in the practice of one of the di- 
visions of radiology coming under the jurisdiction 
of this Board and shall publicize his osteopathic 
affiliations in an ethical manner. 

4, He must have satisfactorily completed an in- 
ternship of at least 1 year in a hospital approved 
for intern training by the American Osteopathic 
Association or satisfactory to this Board. If gradu- 
ated in 1942 or prior thereto, the applicant must 
have had training of value equivalent to that of an 
acceptable internship as determined by this Board. 
The intern year of 9 months as prescribed by the 
Selective Service Board during World War II shall 
be acceptable as fulfilling this requirement. 

5. He must be licensed to practice in the state or 
territory where he conducts his specialty practice. 

6. He must be able to show evidence of conform- 
ity to the standards set in the Code of Ethics of 
the American Osteopathic Association. 

7. He shall provide documentary evidence of at 
least 3 years of special training related to the spe- 
cialty for which he is seeking certification, after the 
required 1 year of internship, or its equivalent, but 
not necessarily running 3 consecutive years. This 
Board may modify the requirement of 3 years’ spe- 
cial training by allowing a credit of 1 year of spe- 
cial training for each 5 years of specialty practice 
for a total credit not to exceed 2 years of the re- 
quirement, for physicians who graduated prior to 
1946, but in no case may such applicant be ac- 
cepted for examination without at least 1 year of 
special training as defined. This training shall in- 
clude: 

(a) Advanced study in the sciences: Anatomy, 
physiology, biochemistry, pathology, pharmacol- 
ogy, and such other basic sciences as are necessary 
to a mature and comprehensive understanding of 
the prevention, diagnosis, therapy, and manage- 
ment of the disorders involved in the specialty. 

(b) Active experience in such amount and diver- 
sity that will assure adequate training in the spe- 
cialty. 

The special training may be provided in colleges, 
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laboratories, clinics, hospitals, or other facilities 
satisfactory to this Board, or by studying under the 
preceptorship of a qualified specialist in this field, 
supplemented by prescribed study conforming to 
a plan approved by this Board. 

The minimum 3-year period of special training 
may be made up of varying combinations of the 
several types mentioned above, as determined by 
this Board. It shall be this Board’s duty to assist 
applicants in determining a suitable program of 
special training, but it is not this Board’s function to 
supply the training. This Board may recognize as 
proper institutions for securing this training those 
institutions which are approved for special training 
by the approving agencies of the American Osteo- 
pathic Association, together with such others as 
this Board may determine to possess facilities and 
personnel adequate to provide proper training. 

8. In addition to completing the required special 
training, the applicant shall have engaged in spe- 
cialty practice in his field for not less than 2 years 
before admission to examination. 

9. Following satisfactory compliance with the pre- 
scribed requirements as to special training and spe- 
cialty practice, the applicant shall be required to 
pass appropriate examinations planned to evaluate 
his understanding of the scientific bases of the 
problems involved in the specialty, his familiarity 
with the current advances in the specialty, and the 
possession of sound judgment and of a high degree 
of skill in the diagnostic and therapeutic procedures 
involved in the practice of the specialty. Oral, writ- 
ten, and clinical examinations shall be conducted 
and required in the case of each applicant. This 
Board may conduct the oral and written examina- 
tions at the end of the required 3 years of special 
training, but shall not conduct the practical or clini- 
cal examination until the required 2 years of spe- 
cialty practice have been completed. The members 
of this Board shall personally review, if not per- 
form, the grading of each written examination. The 
conduct of the clinieal examinations may be dele- 
gated to committees of not fewer than two indi- 
viduals maturely qualified in the specialty. A full 
description of the method of conducting the ex- 
amination shall be formulated in this Board’s Regu- 
lations and Requirements, and provision for re-ex- 
amination shall be made. 

10. In the case of any applicant who was en- 
gaged in the practice of his specialty by 1939, or 
prior thereto, and who graduated prior to 1936, 
and who meets the general requirements as stated 
above, and has maintained appropriate activity in 
American Osteopathic Association organizational 
work, specialty societies, hospital. staff work, the 
pursuit of periodic postgraduate work, contribu- 
tions to professional literature, or otherwise has 
indicated his consistent interest and competence in 
his specialty, the requirements of Article IV, Sec- 
tion 1, paragraphs (f) and (h) of the Bylaws may 
be waived and he may be recommended for certi- 
fication after passing appropriate oral and/or writ- 
ten clinical examinations. The final date for accept- 


ing applications under the classification shall be 
May 1, 1961. 

11. Applicants for certification in any of the divi- 
sions of radiology shall prepare a thesis upon some 
phase of radiology as a part of the written examina- 
tion for certification. 


American Osteopathic Board 
of Surgery 


Arthur M. Flack, Jr., Chairman, Philadelphia, Pennsylvania; 
Paul R. Koogler, Battle Creek, Michigan; J. Natcher Stewart, 
Dallas, Texas; William T. Barrows, Ontario, California; 
W. F. Simms, Jr., St. Louis, Missouri; Robert C. Erwin, 
Allentown, Pennsylvania; Louis R. Farley, Portland, Maine; 
Donald Siehl, Dayton, Ohio; Howard A. Graney, Secretary- 
Treasurer, Des Moines, Iowa; Mrs. E. F. Martin, Corre- 
sponding Secretary, Coral Gables, Florida 


DEFINITION OF SPECIALTY PRACTICE 


For the purpose of the operation of the American 
Osteopathic Board of Surgery, the practice of sur- 
gery and the surgical specialties assigned to the 
Board shall be defined: 

1. The practice of surgery shall consist of and 
include that branch of medical science, art and 
practice, which is concerned with the correction of 
deformities and defects, the repair of injuries, and 
the diagnosis, care, and treatment of disease, the 
relief of suffering, and the prolongation of life. 

2. The practice of neurosurgery shall consist of 
and include that branch of medical science, art and 
practice, which is concerned with the correction of 
deformities and defects, the repair of injuries, and 
the diagnosis, care, and treatment of diseases of the 
nervous system and associated structures. 

3. The practice of orthopedic surgery shall con- 
sist of and include that branch of medical science, 
art and practice, which is concerned with the cor- 
rection of deformities and defects of the bony skel- 
eton and associated structures, the repair of in- 
juries, and the diagnosis, care, and treatment of 
diseases of the bones, joints, and associated struc- 
tures. 

4. The practice of peripheral vascular surgery 
shall consist of and include that branch of medical 
science, art and practice, which is concerned with 
the correction of deformities and defects of the 
peripheral vessels, the repair of injuries, and the 
diagnosis, care, and treatment of diseases of the 
peripheral vessels and associated structures. 

5. The practice of plastic surgery shall consist of 
and include that branch of medical science, art and 
practice, which is concerned with the repair of in- 
juries and the correction of deformities and defects 
to the integument, muscles, the bony skeleton and 
associated structures. 

6. The practice of urological surgery shall con- 
sist of and include that branch of medical science, 


JOURNAL A.O.A., VOL. 60, MARCH 1961 


art and practice, which is concerned with the cor- 
rection of deformities and defects, the repair of in- 
juries, and the diagnosis, care, and treatment of 
diseases of the urogenital system and associated 
structures. 


REQUIREMENTS FOR CERTIFICATION 


The American Osteopathic Board of Surgery shall 
accept for examination for certification only osteo- 
pathic physicians who are specializing in surgery 
or one of the surgical specialties assigned to the 
Board. 

The applicant must be engaged in the practice 
of surgery or one of the surgical specialties as- 
signed to the Board—neurosurgery, orthopedic sur- 
gery, peripheral vascular surgery, plastic surgery, 
or urological surgery—and he must present evi- 
dence to the Board that he is so practicing. 

It shall be the policy of the American Osteo- 
pathic Board of Surgery to require that, with his 
application, each applicant submit a list of his op- 
erative procedures for the 12 month period imme- 
diately prior to making application, giving the date, 
name of hospital and case number, patient’s initials, 
name of the surgeon, operative procedure, patholo- 
gist’s report and case termination. This list shall be 
certified by the administrator of the hospital in 
which the operative procedures were performed. 

The list shall be accompanied by a supplemen- 
tary list in which the operative procedures for the 
year are broken down into segregated totals indi- 
cating the number of each type of operative pro- 
cedure performed by the applicant during the 12- 
month period. The totals of both lists must agree. 

It shall be the policy of the Board to require the 
Credentials Committee to carefully scrutinize the 
scope of surgical practice represented in each appli- 
cant’s report. Unless an applicant presents evidence 
that the scope of his surgical or surgical specialty 
practice is sufficiently varied and of a major char- 
acter (as shown by the records submitted), the 
Credentials Committee shall not recommend him 
for examination without an investigation by one or 
more certified specialists not located in the appli- 
cant’s immediate vicinity, who have been appointed 
by the Board for the purpose of determining the 
applicant’s qualifications. The applicant shall be re- 
sponsible for the expenses incurred in the conduct 
of such an investigation. 

If the investigation is conducted in the same 
manner and under the same requirements as for 
a clinical examination and the applicant is recom- 
mended for examination, the Board may, at its dis- 
cretion, accept the investigation as the equivalent 
of a clinical examination. The expenses paid by the 
applicant for the investigation shall be considered 
as payment of expenses for his clinical examination. 

Each applicant for examination for certification in 
surgery or one of the surgical specialties assigned 
to the American Osteopathic Board of Surgery must 
present evidence that he has met the minimum re- 
quirements and shall: . 
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1. Have been graduated from an approved osteo- 

pathic college at least 7 years prior to April first of 
the year in which his application is submitted for 
consideration by the Board. 

2. Be licensed to practice in the state or territory 
where he conducts his specialty practice. 

3. Have been a member in good standing of the 
American Osteopathic Association and of his state 
or divisional society for a continuous period of at 
least 3 years immediately prior to making applica- 
tion for examination by the Board. 

4. Be, and if certified continue to be, favorably 
known and recognized by his clientele as an osteo- 
pathic physician specializing in the practice of sur- 
gery or one of the surgical specialties assigned to 
the Board and shall publicize his osteopathic affilia- 
tions in an ethical manner. 

5. Declare that he is familiar with the Code of 
Ethics of the American Osteopathic Association 
and the interpretations thereof and certify that he 
will abide by the provisions of the Code of Ethics 
as set forth, interpreted, and/or amended from time 
to time. 

6. Have completed an internship of at least 1 
year in a hospital acceptable to the Board. The in- 
tern year of 9 months, as prescribed by the Selec- 
tive Service Board during World War II, shall be 
acceptable. For physicians who graduated in 1942 
or prior thereto, the Board may accept other quali- 
fications in lieu of internship where the applicant's 
surgical experience and ability are beyond ques- 
tion. 

7. Have completed a minimum of 3 years of for- 
mal training in surgery or one of the surgical spe- 
cialties assigned to the Board, after the required 
1 year of internship, or its equivalent, but not nec- 
essarily running 3 consecutive years. 

For physicians who graduated in 1946 or prior 
thereto, the Board may modify the requirement of 
3 years of formal training by allowing a credit of 1 
year of formal training for each 5 years of specialty 
practice for a total credit of not to exceed 2 years 
of the requirement, but in no case may such appli- 
cant be accepted for examination without at least 
1 year of formal training as defined. 

During the period of formal training, the appli- 
cant shall have been the first assistant in the per- 
formance of not less than 400 major operative pro- 
cedures. By first assistant is meant one who, in 
addition to acting as first assistant at the operative 
table, participated actively in the preoperative and 
postoperative care. In qualifying for examination 
for certification, only one credit for first assistant- 
ship is allowable for each case done by the surgeon 
regardless of the number of assistants working at 
the table. 

The formal training program must be acceptable 
to the Board and made up, either in whole or in 
part, of: 

a) Approved residency training; 

b) Approved preceptorship training. Preceptor- 
ship training programs which commenced after 
January 1, 1951, shall have met the requirements 
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of and been approved by the Evaluating Commit- 
tee for the Register of Training Programs of the 
American College of Osteopathic Surgeons. 

c) Approved graduate work in surgery, the sur- 
gical specialties, or the surgical sciences in a pro- 
gram acceptable to the Board. 

In the evaluation and approval of combined, ap- 
proved residency training programs in surgery and 
one of the surgical specialties, it shall be the policy 
of the Board to accept such training programs, pro- 
viding the requirements of first assistantships have 
been fulfilled. 

In the evaluation and approval of combined, ap- 
proved residency training programs, approved pre- 
ceptorship training programs, or residency and pre- 
ceptorship training programs, it shall be the policy 
of the Board to accept 1 year of approved training 
in specialties acceptable to the Board, or one of the 
surgical sciences conducted in an approved gradu- 
ate school program, as a third year of required for- 
mal training, providing at least 2 years of approved 
formal training in surgery or one of the surgical 
specialties have been completed and the require- 
ments of first assistantships have been fulfilled. 

Not more than 1 year’s credit shall be given for 
graduate work in approved graduate school pro- 
grams unless approved by the Evaluating Commit- 
tee for the Register of Training Programs of the 
American College of Osteopathic Surgeons, the 
Committee on Accreditation of Postgraduate Train- 
ing and the Board of Trustees of the American 
Osteopathic Association. 

It shall be the Board’s duty to assist applicants 
in determining a suitable program of surgical train- 
ing, but it is not the Board’s function to supply the 
training. The Board will recognize as proper insti- 
tutions for securing this training those institutions 
which are approved for special training by the ap- 
proving agencies of the American Osteopathic As- 
sociation, together with such others as the Board 
may determine to possess facilities and personnel 
adequate to provide proper training. 

It shall be the policy of the Board to accept train- 
ing in surgery or one of the surgical specialties 
taken in hospitals or institutions other than those 
approved for such training by the American Osteo- 
pathic Association as meeting the requirements of 
formal training subsequent to internship, providing 
the training program has been approved by the 
Evaluating Committee for the Register of Training 
Programs of the American College of Osteopathic 
Surgeons, or is approved by the American Medical 
Association as meeting the requirements for certi- 
fication by the specialty boards of the American 
Medical Association. In no instance shall the Board 
accept or recognize training taken under an-as- 
sumed identity of another individual or incognito. 

8. In a training program, other than a residency 
approved by the Board of Trustees of the American 
Osteopathic Association, which was begun after 
January 1, 1951, the applicant shall have received 
satisfactory graduate training in the surgical sci- 
ences, including anatomy, physiology, biochemis- 
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try, pathology, pharmacology, and such other basic 
sciences as are necessary to a mature and compre- 
hensive understanding of the prevention, diagnosis, 
therapy, and management of the disorders involved 
in the specialty. 

A minimum of 100 clock hours shall be required 
in the basic science training program, subdivided 
as follows: 

a) A minimum of 10 clock hours each in anat- 
omy, physiology, biochemistry, pathology, and 
pharmacology. 

b) The remainder of the minimum required 
hours may be taken in any of the subjects men- 
tioned or in other basic sciences related to the spe- 
cialty. 

The applicant must submit acceptable documen- 
tary evidence, which may be further investigated at 
the discretion of the Board, of having completed this 
graduate training in the basic sciences in colleges, 
laboratories, clinics, hospitals, or other institutions 
satisfactory to the Board. 

9. Have practiced as a specialist in surgery or 
one of the surgical specialties for a period of at 
least 2 years subsequent to completion of the re- 
quired minimum of 3 years of formal training prior 
to being examined. He shall provide notarized doc- 
umentary evidence that he has performed a mini- 
mum of 200 major operative procedures upon his 
own responsibility subsequent to the completion 
of the minimum required period of formal training. 

The applicant's scope of surgical practice must 
be such that his records will show that he has han- 
dled and is capable of handling (as shown by his 
morbidity, mortality, and end results) major op- 
erative procedures in his respective surgical spe- 
cialty. An applicant whose records show that he has 
never performed what are commonly referred to as 
heavy surgical procedures on his own responsibility 
would not be eligible for admission to examination. 


10. Present detailed case reports, acceptable to 


the Board, of 25 major operative procedures in 
which he was the responsible surgeon and handled 
by him as a surgical problem within the past 3 
years. These reports shall include history, physical 
examination, laboratory examinations, preoperative 
diagnosis, and evaluation of the patient by the sur- 
geon, detailed operative record, postoperative diag- 
nosis, progress notes, gross and histological de- 
scription and diagnosis of excised tissue, case 
termination, and summary. 

11. Not printed.* 

12. Provide letters of recommendation from two 
certified surgeons who are personally acquainted 
with the applicant, who can vouch for his surgical 
training, surgical experience, personal character, 
and who have personally observed the surgical skill 
of the applicant. The sponsors shall send their let- 
ters of recommendation direct to the secretary- 
treasurer or corresponding secretary of the Board. 

13. Be available for a personal interview upon 
receiving notice from the secretary-treasurer or cor- 
responding secretary that such an interview is re- 
quired. 
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14. Demonstrate his eligibility for examination 
in any other manner required by the Board. 

15. Signify his intention to qualify for change of 
certification, if certified by another board. 

16. Submit his application, required documen- 
tary evidence, case reports, application fee, and 
letters of recommendation to the secretary-treasur- 
- or corresponding secretary on or before April 

st. 

Signed applications and all evidence submitted 
by an applicant to the Board, even though the ap- 
plicant may withdraw as an applicant for certifica- 
tion, shall remain the property of the Board. 

17. Not printed.* 


NEUROSURGERY 


Each applicant for examination for certification 
in neurosurgery must present evidence that he has 
met the Requirements for Examination and shall: 

1. During the required minimum of 3 years of 
formal training, have been the first assistant in the 
performance of not less than 400 major operative 
procedures, 200 of which must be of a major neuro- 
surgical nature. 

2. During the required minimum of 2 years of 
specialty practice, have performed a minimum of 
200 major operative procedures upon his own re- 
sponsibility, 100 of which must be of a major neuro- 
surgical nature. 

3. Present detailed case reports, acceptable to 
the Board, of 25 major operative procedures of a 
neurosurgical nature in which he was the respon- 
sible surgeon and handled by him as a neurosurgi- 
cal problem within the past 3 years. These reports 
shall include history, physical examination, labora- 
tory examinations, preoperative diagnosis and eval- 
uation of the patient by the surgeon, detailed op- 
erative record, postoperative diagnosis, progress 
notes, gross and histological description of excised 
tissue, case termination, and summary. 

4. Demonstrate his eligibility for examination in 
any other manner required by the Board. 

5. If this Board approves his application as to 
qualifications for examination in neurosurgery, the 
secretary-treasurer shall request the American Os- 
teopathic Board of Neurology and Psychiatry to 
consider the application and, if acceptable, to ex- 
amine the applicant in neurology. 

6. If the applicant is successful before the Amer- 
ican Osteopathic Board of Neurology and Psychia- 
try, the American Osteopathic Board of Surgery 
shall be so informed and shall, in turn, examine 
the applicant in neurosurgery. 

7. If the applicant is successful in the examina- 
tion before the American Osteopathic Board of 
Surgery, the Board shall make recommendation for 
certification to the Advisory Board for Osteopathic 
Specialists according to the regular procedure. 

8. Upon final approval by the Board of Trustees 
of the American Osteopathic Association, a special 
certificate shall be issued in neurosurgery by the 


*Items 11 and 17 omitted; these items refer to examination fees. 
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Board, signed by the chairman and secretary of the 
American Osteopathic Board of Neurology and Psy- 
chiatry, the chairman and secretary-treasurer of the 
American Osteopathic Board of Surgery, and the 
Executive Director of the American Osteopathic 
Association. 


ORTHOPEDIC SURGERY 


Each applicant for examination for certification 
in Orthopedic Surgery must present evidence that 
he has met the Requirements for Examination and 
shall: 

1. During the required minimum of 3 years of 
formal training, have been the first assistant in the 
performance of not less than 400 major operative 
procedures, 200 of which must be of a major ortho- 
pedic nature. 

2. During the required minimum of 2 years of 
specialty practice have performed a minimum of 
200 major operative procedures upon his own re- 
sponsibility, 100 of which must be of a major ortho- 
pedic nature. 

3. Present detailed case reports, acceptable to 
the Board, of 25 major operative procedures of an 
orthopedic nature in which he was the responsible 
surgeon and handled by him as an orthopedic prob- 
lem within the past 3 years. These reports shall 
include history, physical examination, laboratory 
examinations, preoperative diagnosis and evalua- 
tion of the patient by the surgeon, detailed opera- 
tive record, postoperative diagnosis, progress notes, 
gross and histological description of excised tissue, 
case termination, and summary. 

4. Demonstrate his eligibility for examination in 
any other manner required by the Board. 


PERIPHERAL VASCULAR SURGERY 


Each applicant for examination for certification 
in peripheral vascular surgery must present evi- 
dence that he has met the Requirements for Exam- 
ination and shall: 

1. During the required minimum of 3 years of 
formal training, have been the first assistant in the 
performance of not less than 400 major operative 
procedures, 200 of which must be of a major periph- 
eral vascular nature. 

2. During the required minimum of 2 years of 
specialty practice have performed a minimum of 
200 major operative procedures upon his own re- 
sponsibility, 100 of which must be of a major 
peripheral vascular nature. 

3. Present detailed case reports, acceptable to 
the Board, of 25 major operative procedures of a 
peripheral vascular nature in which he was the re- 
sponsible surgeon and handled by him as a periph- 
eral vascular problem within the past 3 years. 
These reports shall include history, physical ex- 
amination, laboratory examination, preoperative 
diagnosis and evaluation of the patient by the sur- 
geon, detailed operative record, postoperative di- 
agnosis, progress notes, gross and histological de- 


scription of excised tissue, case termination, and 
summary. 

4. Demonstrate his eligibility for examination in 
any other manner required by the Board. 


PLASTIC SURGERY 


Each applicant for examination for certification 
in plastic surgery must present evidence that he has 
met the Requirements for Examination and shall: 

1. During the required minimum of 3 years of 
formal training, have been the first assistant in the 
performance of not less than 400 major operative 
procedures, 200 of which must be of a major plastic 
surgical nature. 

2. During the required minimum of 2 years of 
specialty practice, have performed a minimum of 
200 major operative procedures upon his own re- 
sponsibility, 100 of which must be of a major plas- 
tic surgical nature. 

3. Present detailed case reports, acceptable to 
the Board, of 25 major operative procedures of a 
plastic surgical nature in which he was the respon- 
sible surgeon and handled by him as a plastic surgi- 
cal problem within the past 3 years. These reports 
shall include history, physical examination, labora- 
tory examinations, preoperative diagnosis and eval- 
uation of the patient by the surgeon, detailed op- 
erative record, postoperative diagnosis, progress 
notes, gross and histological description of excised 
tissue, case termination, and summary. 

4. Demonstrate his eligibility for examination in 
any other manner required by the Board. 


UROLOGICAL SURGERY 


Each applicant for examination for certification 
in urological surgery must present evidence that 
he has met the Requirements for Examination and 
shall: 

1. During the required minimum of 3 years of 
formal training have been the first assistant in the 
performance of not less than 400 major operative 
procedures, 200 of which must be of a major uro- 
logical nature. 

2. During the required minimum of 2 years of 
specialty practice have performed a minimum of 
200 major operative procedures upon his own re- 
sponsibility, 100 of which must be of a major uro- 
logical nature. 

3. Present detailed case reports, acceptable to 
the Board, of 25 major operative procedures of a 
urological nature in which he was the responsible 
surgeon and handled by him as a urological prob- 
lem within the past 3 years. These reports shall 
include history, physical examination, laboratory 
examinations, preoperative diagnosis and evalua- 
tion of the patient by the surgeon, detailed opera- 
tive record, postoperative diagnosis, progress notes, 
gross and histological description of excised tissue, 
case termination, and summary. 

4, Demonstrate his eligibility for examination in 
any other manner required by the Board. 
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This section is published monthly to inform the practicing physician about new drug products and medical equipment . 
made available on the market. It is a reference section prepared by Tue Journat from descriptive material furnished 
by ethical manufacturers. The American Osteopathic Association does not necessarily advocate the use of these prod- 
ucts nor disapprove any product not included. The purpose of the section is to provide trustworthy information in a 


convenient form. 


DISPOSABLE GLOVE 


Description e A new type of 
glove, called Wilson Tru-Touch, 
has been developed for use in pro- 
cedures involving digital examina- 


JOURNAL A.O.A., VOL. 60, MARCH 1961 


tion of the patient. The seamless 
glove is made from a polyvinyl 
formulation, is disposable, and of- 
fers extraordinary sensitivity and 
strength. 

The Tru-Touch glove is said to 
offer tactile perception superior to 
that available with latex gloves; 
its low cost makes it validly dis- 
posable, thus avoiding the time- 
consuming cleaning and resteriliz- 
ing of gloves. The Tru-Touch glove 
has no seams to bind or irritate, 
and the vinyl stretches to provide 
a light but firm fit, with no con- 
striction of hand or fingers. The 
advantages of this type of glove 
were confirmed in a series of prac- 
tical tests involving nonclinical 
procedures requiring high degrees 
of digital perception and dexterity. 
In addition, a group of doctors, 
nurses, and interns made compari- 


sons of Tru-Touch gloves with two 
standard types of medical gloves 
including older style plastic exam- 
ination gloves. The users reported 
an outstanding preference for the 
Tru-Touch glove, especially with 
regard to fit and sensitivity. 

Although the new glove is de- 
signed for use in examinations, the 
manufacturers feel that disposable 
gloves for surgical procedures, 
which require greater durability 
and strength, can be produced 
which would have the same ad- 
vantages and physical properties. 
Such gloves are expected to become 
available within the next few 
months. 

Further information about these 
new gloves may be obtained from 
Mr. J. H. McLellen, Becton, Dick- 
inson and Company, Rutherford, 
New Jersey. 
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GLUCAGON 


Chemistry ¢ Glucagon is a straight- 
chain polypeptide extracted from 
the pancreas, but unrelated to in- 
sulin. It contains twenty-nine amino 
acid residues and has a molecular 
weight of 3,485. Crystalline gluca- 
gon is a white powder containing 
less than 0.01 per cent zinc. It 
is relatively insoluble in water but 
is soluble at a pH of less than 3 
or more than 9.5. Glucagon is stable 
in lyophilized form at room tem- 
peratures; in solution, it will remain 
potent for at least 30 days if kept 
under refrigeration. Commercially, 
glucagon is isolated from a side 
fraction produced during the manu- 
facture of insulin. 


Pharmacodynamics e Although 
parenteral administration of gluca- 
gon produces various physiologic 
effects, the most striking is the 
prompt elevation of blood sugar. In 
man, glucagon injections increase 
the liver’s output of glucose and 
convert liver phosphorylase from 
an inactive to an active state. It 
has been established that glucagon 
acts only on liver glycogen, and the 
degree of effect depends on the 
hepatic glycogen reserve. The phys- 
iologic role of glucagon in carbo- 
hydrate metabolism has not been 
completely defined. Also, the spe- 
cific stimulus for pancreatic secre- 
tion of glucagon is not known; 
however, a hyperglycemic sub- 
stance was found to be secreted 
from the pancreas into the portal 
circulation when either the blood 
sugar was low or the insulin con- 
tent of the blood was increased. 
There is some evidence that the 
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pituitary growth hormone may 
stimulate glucagon secretion. Un- 
like epinephrine, glucagon does not 
produce a breakdown of muscle 
glycogen to lactate or pyruvate. 
The glycogenolytic action of glu- 
cagon is not blocked by agents that 
block epinephrine. Other physio- 
logic actions of glucagon that may 
be clinically significant include in- 
hibition of contraction of isolated 
gut, inhibition of gastric and pan- 
creatic secretion, and decrease in 
gastric motility. Experiments have 
shown enhanced excretion of water 
and electrolytes in dogs and man 
under certain conditions. There are 
reports of a glycogenolytic reaction 
to glucagon in the skin and a de- 
crease in plasma amino nitrogen. 


Absorption; fate; excretion e¢ 
Glucagon must be given parenter- 
ally to be effective. It is apparently 
inactivated in the liver by certain 
enzyme systems, not as yet identi- 
fied. 


Toxicology ¢ It has not been pos- 
sible to demonstrate any toxic ef- 
fects of glucagon in laboratory 
animals with doses as high as 3,000 
times the dose for a human subject. 
Daily administration of large doses 
for 6 months produced no harmful 
effects in normal test animals. In 
clinical use the drug has been re- 
markably free of side-effects. Nau- 
sea and vomiting may occur with 
the administration of large doses; 
however, it is noted that these con- 
ditions may be associated with hy- 
poglycemia itself. 


Indications e Currently, the chief 


clinical use of glucagon is to coun- 
teract severe hypoglycemic reac- 
tions that may occur during insulin 
treatment of diabetic patients or 
during insulin shock therapy in 
psychiatric patients. It is especially 
useful for terminating insulin shock 
coma. Intramuscular or subcutane- 
ous injection of glucagon is effec- 
tive and can be carried out by the 
patient’s family, in cases of diabetic 
coma. Following insulin shock ther- 
apy, awakening is slower with 
glucagon than with glucose, and 
secondary hypoglycemic reactions 
occur only rarely. It is emphasized 
that oral feedings must be given 
as soon as the patient is awake, to 
maintain the effect initiated by 
glucagon injection. The effective- 
ness of glucagon in functional hy- 


’ poglycemia is still undergoing in- 


vestigation. 


Contraindications e There are no 
known contraindications to the use 
of glucagon as a means of raising 
blood sugar. If glucagon does not 
awaken a patient thought to be in 
diabetic coma, other causes of coma 
must be sought. The use of gluca- 
gon in such a situation is not harm- 
ful. 


Dosage schedule e Since pro- 
longed hypoglycemic reactions may 
result in cortical damage, it is im- 
portant that the patient be aroused 
as quickly as possible. In use, the 
lyophilized glucagon is dissolved 
in the accompanying solvent, and 
0.5 to 1 mg. of the solution is given 
by subcutaneous, intramuscular, or 
intravenous injection. If the patient 
does not respond within 20 minutes, 
one or two additional doses may be 
given; however, in such cases the 
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use of parenteral glucose must be 
considered by the physician. When 
the patient responds, supplemental 
carbohydrate must be given to re- 
store the liver glycogen and prevent 
secondary hypoglycemia. In insulin 
shock therapy the treatment is the 
same, glucagon being injected after 
1 to 1% hours of coma. 


How supplied e Glucagon (crys- 
talline) as the hydrochloride is 
supplied in lyophilized form with 
accompanying diluent, in single- 
dose size of 1 mg. with 1 cc. of 
diluent (Ampoule No. 666), or 
multiple-dose size of 10 mg. with 
10 cc. of diluent (Ampoule No. 
668). 


Manufacturer e Eli Lilly and Com- 
pany, Indianapolis 6, Indiana. 


References e Physician’s Bulletin 
25:98 (Sept.-Oct.) 1960. Elrick, H., 
Witten, T. A., Arai, Y., New Eng- 
land J. Med. 258:476, 1958. Gibbs, 
G. E., Ebers, D. W., and Meckel, 
B. R., Nebraska State M. J. 43:56, 
(Feb.) 1958. Koulischer, N., and 
Pickering, D. E., A.M.A. J. Dis. 
Child. 91:103, 1956. Braun, M., 
and Parker, M., Am. J. Psychiat. 
115:814, 1959. Esquibel, A. J., 
Kurland, A. A., and Mendelsohn, 
D., Dis. Nerv. System 19, No. 
11, 1958. Whitehouse, F. W., and 
Bryan, H. G., Am. Pract. Dig. Treat. 
10:1326, 1959. Carson, M. J., and 
Koch, R., J. Pediat. 47:161, 1955. 
Traisman, H. S., and Newcomb, A. 
L., Illinois M. J. 117: No. 2, 1960. 
Arieff, A. J., and others, Quarterly 
Bull. Northwestern Univ. M. Sch. 
34:7, 1960. Kirtley, W. R., and 
Peck, F. B., Sr., J. Indiana State 
M. A. 51:1392, 1958. 
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METAHYDRIN® 


Chemistry ¢ Metahydrin is a brand 
of trichlormethiazide, with the 
chemical formula 3-dichloromethyl- 
1,2,4-benzothiadiazine-1,1-dioxide. 


Pharmacodynamics e Metahydrin 
is an oral diuretic antihypertensive 
agent for control and treatment of 
edema and hypertension. The drug 
produces diuresis by inhibiting re- 
absorption of sodium in the renal 
tubules, resulting in enhanced ex- 
cretion of sodium, chloride, and 


water, accompanied by small and 
transitory effects on potassium and 


bicarbonate excretion. The mecha- 
nism of the antihypertensive effect 
has not been determined, but may 
involve the observed increase in 
responsiveness of vascular smooth 
muscle after administration of the 
drug. Enhancement of the anti- 
hypertensive effects of autonomic 
nervous system depressants occurs 
when Metahydrin is added to the 
regimen, perhaps by potentiating 
the effect of these agents on cate- 
cholamines; no significant effect on 
catecholamines is produced when 


Metahydrin is administered alone, 
The action of Metahydrin is pro- 
longed: onset of diuresis occurs 
within 2 hours, peak at 6 hours, 
with moderate diuresis continuing 
until about 24 hours after admin- 
istration. The drug does not exert 
hypotensive effects in normal sub- 
jects. Metahydrin differs from pre- 
vious thiazide agents in its greatly 
increased saluretic potency, its 
lesser tendency to induce hypo- 
chloremic alkalosis, and its tenden- 
cy to preserve urinary acidity. 


Toxicology ¢ Studies with experi- 
mental animals indicate that Meta- 
hydrin possesses a toxicity pattern 
at least as favorable as those of 
its thiazide predecessors. In clini- 
cal use, side effects have been 
minimal, and evidence of organic 
toxicity or clinically significant 
electrolyte imbalance has been ab- 
sent. In a few patients nausea and 
flushing have been reported, and 
muscle cramps due to excessive 
diuresis have been observed. Con- 
stipation has been noted occasion- 
ally, and one instance of an un- 
classified skin rash has been re- 
ported. 
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Indications e Metahydrin is indi- 
cated for all types of edematous 
disorders in which sodium and 
water are retained, including con- 
gestive heart failure, nephrotic 
syndrome, hepatic cirrhosis, pre- 
menstrual tension, and toxemia of 
pregnancy, drug-induced edema, 
fluid retention masked by obesity, 
and in hypertension with or with- 
out congestive heart failure. In 
hypertension, Metahydrin may pro- 
vide effective control either alone 
or in combination with other 
agents. 


Contraindications e Metahydrin is 
contraindicated in complete renal 
shutdown and in rising azotemia or 
development of hyperkalemia or 
acidosis in severe renal disease. 
In general, the precautions to be 
observed are those recommended 
for all potent diuretics. Although 
high-potassium diets have not been 
required usually, such supplemen- 
tation should be prescribed if in- 
dicated. Care should be taken in 
treating patients with diabetes or 
gout. Pre-existing azotemia may 
possibly be increased, and rising 
levels may necessitate discontinu- 
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ing treatment. Since Metahydrin is 
known to potentiate most of the 
nondiuretic hypotensive agents, its 
addition to an established regimen 
should be initiated with caution, 
to avoid precipitous decrease in 
blood pressure. The optimum dos- 
age for each agent in combined 
therapy should be developed grad- 
ually. 


Dosage schedule e As is usual with 
hypotensive agents, the dosage of 
Metahydrin must be carefully ad- 
justed to the individual patient. 
Initial dosage in mild to moderately 
severe conditions may be 2 to 4 mg. 
twice daily. In severe conditions, 
particularly congestive heart fail- 
ure, diuretic therapy should be 
initiated with an organomercurial 
diuretic such as Mercuhydrin in- 
tramuscularly for more rapid stabi- 
lization of the patient. When the 
patient’s condition has been stabi- 
lized, 2 to 4 mg. of Metahydrin may 
be continued on a once-daily basis, 
the drug being administered in the 
morning. The maximum single ef- 
fective dose is 8 mg. For patients 
who require higher doses regularly 
or are inadequately maintained on 


maximal dosage, occasional injec- 
tions of Mercuhydrin may be given, 
or oral doses of Neohydrin may be 
added to the regimen. In replacing 
the earlier thiazide agents with 
Metahydrin, it should be noted that 
each 2 mg. of Metahydrin is equiva- 
lent to 250 mg. of chlorothiazide 
or flumethiazide and to 25 mg. of 
hydrochlorothiazide or hydroflume- 
thiazide. Stringent salt restriction 
is usually unnecessary in patients 
controlled with Metahydrin. 


How supplied e Tablets Meta- 
hydrin, 2 and 4 mg. scored, bot- 
tles of 100 and 1,000. 


Manufacturer e Lakeside Labora- 
tories, Inc., Milwaukee 1, Wiscon- 
sin. 


References e Ford, R. V., Am. J. 
Cardiol. 5:407, 1960. Sherlock, 
M. H., Sperber, N., and Topliss, J., 
Experientia 16:184, 1960. Hutch- 
eon, D. E., and Takasu, T., Clin. 
Pharmacol. & Therap. 1:444, 1960. 
Rubin, A. A., Beauregard, S. C., and 
Freeman, B.°G., Fed. Proc. 19:101, 
1960. Tabachnick, I. I. A., and 
Beil, H., Fed. Proc. 19:101, 1960. 
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PLANOLAR'™ 


Chemistry e Each Planolar tablet 
contains 60 mg. of the 4-amino- 
quinoline compound Plaquenil sul- 
fate (brand of hydroxychloroquine 
sulfate) and 300 mg. (5 grains) of 
aspirin. Plaquenil sulfate is a color- 
less crystalline solid, soluble in 
water to at least 20 per cent. 


Pharmacodynamics e Planolar is 
an antirheumatic analgesic for 
rheumatoid arthritis, combining the 
cumulative antirheumatic and anti- 
inflammatory action of hydroxy- 
chloroquine with the prompt anal- 
gesic action of aspirin. The effect 
is to bring immediate relief of pain 
and at the same time initiate spe- 
cific long-term therapy. Beneficial 
effects on involved joints may not 
become apparent until after sev- 
eral weeks of treatment; however, 
the drug is reported to be especially 
suited to long-term treatment, and 


daily oral administration can be 


continued almost indefinitely in . 


most patients. In combined ther- 
apy, Planolar has been found to 
reduce the requirements of other 
agents such as steroid hormones, 
and therefore to reduce the risk 
of serious side effects from these 
agents over a long period. In addi- 
tion to reducing joint effusion, in- 
flammation, and in some cases de- 
formity, the drug improves the pa- 
tient’s general condition, increases 
his exercise tolerance, and improves 
walking speed and hand grip. 
Laboratory tests indicate that the 
erythrocyte sedimentation rate may 
fall slowly, hemoglobin level may 
rise gradually, and gel reaction is 
decreased. 


Toxicology e The acute oral tox- 
icity of hydroxychloroquine (MLD 
in mice) is approximately one fifth 
that of chloroquine. Adverse re- 
actions in patients are usually mild 
and transitory. Gastrointestinal 


symptoms, dermatitis, vertigo, 
headaches, lassitude, neurologic 
disturbances, leukopenia, or slight 
gradual weight loss may occur. 
Temporary blurring of vision due 
to interference with accommoda- 
tion has been observed; corneal 
changes have been noted on slit- 
lamp examination in some patients. 
All side effects have been reversible 
by cessation of therapy or adjust- 
ment in dosage. If associated der- 
matologic conditions produce se- 
vere skin reactions to the drug, 
corticosteroids may help to reverse 
the effects. 


Indications e Planolar is intended 
for the treatment of acute or 
chronic rheumatoid arthritis with 
or without adjunctive therapy. 


Contraindications e Some physi- 
cians consider psoriasis a contra- 
indication to the use of the 4- 
aminoquinoline compounds. In 
other conditions, the concomitant 


use of drugs known to cause derma- 
titis should be avoided. Planolar 
should be used with caution in 
patients with liver disease. Also, 
it is imperative that the drug be 
kept out of reach of children. The 
4-aminoquinoline compounds in 
general are extremely toxic to small 
children, sometimes at relatively 
small dosage levels. 


Dosage schedule e Individual re- 
sponse to Planolar varies greatly. 
The initial dosage is two tablets 
two or three times daily; occa- 
sionally the early appearance of 
troublesome side effects may re- 
quire temporary reduction of the 
initial dosage. After 2 or 3 months, 
aspirin may no longer be required, 
and a maintenance schedule of 
Plaquenil sulfate alone (from 200 
to 400 mg. daily) may then be 
substituted. Corticosteroids may 
be used concomitantly; after sev- 
eral weeks of combined therapy a 
reduction in steroid dosage may be 
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indicated, and this can be done by 
reducing the dose every 4 or 5 
days, by 2.5 to 15 mg. depending 
on the type of hormone being used. 


How supplied e Tablets contain- 
ing Plaquenil sulfate 60 mg. and 
aspirin 300 mg., in bottles of 100. 


Manufacturer e Winthrop Lab- 
oratories, 1450 Broadway, New 
York 18, New York. 


References Cornbleet, T., 
A.M.A. Arch. Dermat. 73:572, 
1956; J. Invest. Dermat. 26:435, 
1956. Cramer, Q., Missouri Med. 
55:1203, 1958. Mullins, J. F., Watts, 
F. L., and Wilson, C. J., J. Am. 
M. A. 161:879, 1956. Scherbel, 
A. L., Harrison, J. W., and 
Atdjian, M., Cleveland Clin. 
Quart. 25:95, 1958. Scherbel, A. L., 
Schuchter, S. L., and Harrison, 
J. W., Cleveland Clin. Quart. 24:98, 
1957. 
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LIBRIUM® HYDROCHLORIDE 


Chemistry e Librium hydrochlo- 
ride has the chemical formula 7- 
chloro-2-methylamino-5-phenyl-3H- 
1,4-benzodiazepine 4-oxide hydro- 
chloride. In its molecular structure, 


Librium is not related to any other 
drug. 


Pharmacodynamics e Pharmaco- 
logic studies have shown that Lib- 
rium abolishes fear and viciousness 
in animals without affecting their 
consciousness and alertness. Clini- 
cal studies have indicated that in 
emotionally disturbed patients Lib- 
rium relieves anxiety and tension 
without altering motor perform- 


ance, consciousness, or mental 
acuity. 


Toxicology e Clinical and labora- 
tory studies have revealed no 
evidence of bone-marrow depres- 
sion, extrapyramidal effects, or 
damage to vital organs. There have 
been no reports of liver damage, 
jaundice, blood dyscrasia, or pho- 
tosensitivity. The paradoxical ele- 
vation of affect noted in a few 
psychiatric patients may be sec- 
ondary to relief of anxiety. The in- 
frequent ataxia and drowsiness in 
debilitated and elderly patients 
can usually be avoided by adjust- 
ment in dosage. There have been 
isolated instances of minor skin 
rashes, nausea and constipation, 


and either increased or decreased 
libido. Withdrawal symptoms fol- 
lowing treatment at recommended 
dosage levels have not been re- 
ported; abrupt cessation after pro- 
longed overdosage, however, has 
produced withdrawal symptoms 
similar to those seen with barbit- 
urates or meprobamate. The side 
effects of Librium have been in- 
frequent and readily controlled by 
reducing the dosage. The need for 
discontinuing treatment because of 
undesirable effects has occurred 
very rarely. 


Indications e Librium is indicated 
for clinical states of fear, anxiety, 
and tension. The drug is particu- 
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larly useful in: tension headache, 
preoperative and postoperative ten- 
sion, premenstrual tension, and 
conditions associated with gastro- 
intestinal, cardiovascular, gyneco- 
logic, or dermatologic disorders; 
chronic alcoholism, agitated de- 
pression, and certain psychoneuro- 
ses; geriatric patients or patients 
with debilitating disease; and be- 
havior disorders of children with 
associated anxiety and tension. 


Contraindications e As with other 
drugs affecting the central nervous 
system, patients receiving Librium 
should be advised against possibly 
hazardous activities until the cor- 
rect maintenance dosage has been 
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established. The concomitant ad- 
ministration of Librium and other 
psychotropic agents is not recom- 
mended. The usual precautions in 
treating patients with impaired 
renal or hepatic function should be 
observed. 


Dosage schedule e The optimum 
dose varies with the type of illness 
and the patient’s response. The sug- 
gested dosage for mild and moder- 
ate tension states is 5 or 10 mg. 
three or four times daily; for severe 
states 20 mg. three or four times 
daily; for geriatric patients 5 mg. 
two to four times daily; for children 
with behavior disorders 5 mg. two 
to four times daily. 


How supplied e Capsules, 10 mg., 
green and black; 5 mg., green and 
yellow; bottles of 50 and 500. Cap- 
sules, 25 mg., green and white, 
bottles of 500. 


Manufacturer e Roche Labora- 
tories, Division of Hoffmann-La 
Roche Inc., Nutley 10, New Jersey. 


References e Dis. Nerv. System 
20: (Suppl.) 3-57, 1960. Curr. 
Therap. Res. 2:88, 227, 1960. J. Am. 
M. A. 172:1162, 1960. J. Louisiana 
M. Soc. 112:142, 1960. Dis. Nerv. 
System 21:264, 453, 527, 1960. Clin. 
Med. 7:1133, 1960. Minnesota Med. 
43:463, 1960. Postgrad. Med. 28:101, 
1960. Am. J. Psychiat. 117:362, 
1960. Brit. M. J. 2:797, 1960. 
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CAUTION: NOT FOR INJECTION 


TIS-U-SOL*™ 


Chemistry e Tis-U-Sol is an ir- 
rigating solution formulated for 
surgical procedures. Each 1,000 cc. 
contains: NaCl, 8.0 gm.; KCl, 0.4 
gm.; Na,HPO,7H,0, 0.0875 gm.; 
KH,PO,, 0.0625 gm.; MgSO,7H,O, 
0.2 gm.; and glucose, 1.0 gm. The 
pH is approximately 6.4. 


Pharmacodynamics e Tis-U-Sol 
is a sterile, nonpyrogenic, physi- 
ologic, irrigating solution. Clinical 
and in vitro studies have com- 
pared the effect of perfusion of 
tissue cultures with Tis-U-Sol with 
the effect of normal saline. Tis-U- 
Sol was reported to be more 
physiologic, effectively supporting 
normal cellular function, tissue 
survival, and normal wound heal- 
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ing. Investigators report that cer- 
tain solutions such as normal 
saline, formerly considered physio- 
logic, may exert damaging effects 
on living cells and thus indirectly 
take part in the production of com- 
plications following surgical treat- 
ment. Ideal solutions for maintain- 
ing function of the tissues should 
approximate the ion ratio of plasma. 


Toxicology e Since Tis-U-Sol is a 
topical, physiologic agent, no harm- 
ful effects have been observed in 
its use. 


Indications ¢ Tis-U-Sol is useful in 
wound irrigation, surgical washing, 
soaking of transplants (autografts 
and homografts), irrigation in 
fenestration procedures, daily ir- 
rigation of colostomies, moistening 


of sponges and dressings, and pre- 
paring nutrient media for tissue 
culture, and also may be used as 
the medium for tissue- and bone- 
bank materials. 


Contraindications e There are no 
known contraindications to the use 
of this substance. 


Dosage schedule e Tis-U-Sol is 
to be used as needed for irrigation 
and lavage. 


How supplied e The solution is 
supplied in pour-bottles with band 
and bail, 1,000 ml. each, in cases 
of six units. For fenestration pro- 
cedures a pour-bottle adapter cap 
is available. 


Manufacturer e Baxter Labora- 
tories, Inc., Morton Grove, Illinois. 
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QURRENT LITERATURE 


Viral hepatitis: clinical and 
laboratory manifestations 


> The clinical and laboratory features of uncom- 
plicated viral hepatitis are distinguished from those 
of the complicated forms of the disease in an 
article by John R. Neefe, M.D., in Postgraduate 
Medicine, August 1960. This is the second in a 
series of three papers, the first of which dealt with 
etiology, epidemiology, and prevention of viral 
hepatitis. To date, two types of virus have been 
recognized in this disease. These were first desig- 
nated as virus IH (infectious hepatitis) and virus 
SH (homologous serum hepatitis), but following 
a recommendation from the World Health Organi- 
zation the terms “virus A” and “virus B” became 
standard. 

The usual incubation period of virus A ranges 
from 2 to 6 weeks; virus B, 1% to 6 months. Although 
the disease is characterized by three stages, pre- 
icteric, icteric, and posticteric, cases of nonicteric 
infection seem to occur more frequently than icteric 
infections, especially in young children. Clinically, 
virus A and virus B infections are distinguishable 
only in the preicteric stage. The onset of virus A 
hepatitis often resembles that of various other acute 
infectious diseases such as influenza; in fact, the 
symptoms may direct attention away from the liver 
as the site of impact. Most of the acute symptoms 
subside after 2 to 4 days, to be followed by the 
appearance of dark urine and then overt jaundice. 
The onset of virus B hepatitis, however, is usually 
insidious, afebrile, and relatively benign. No specific 
cultural or serologic tests are available; properly 
selected hepatic tests constitute the most valuable 
nonspecific diagnostic aids. Although the typical 
patient with viral hepatitis and jaundice has an 
elevated serum bilirubin level, positive reaction to 
flocculation tests, normal total cholesterol, depressed 
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cholesterol esters, and normal or slightly elevated 
alkaline phosphatase, all variations of this picture 
may occur. It is emphasized that 15 to 20 per cent 
of patients with acute viral hepatitis may show a 
negative response to flocculation tests. The many 
clinical variants of the disease may require such 
diagnostic procedures as needle biopsy of the 
liver, cholecystography, parasitologic examination, 
radiologic studies, and specific serologic or cultural 
procedures. Most patients with acute hepatitis 
achieve clinical and laboratory evidence of recovery 
within 3 months. 

The incidence of complications may vary with 
the virus concerned and with the age, sex, and 
over-all condition of the patient. The following 
important complications are recognized: fatal viral 
hepatitis, relapsing or recurrent viral hepatitis, 
prolonged hepatitis, chronic virus hepatitis, the 
carrier state, and other posthepatis states including 
the posthepatitis syndrome, hyperbilirubinemia, 
and the Dubin-Johnson syndrome. The initial 
symptoms of fatal viral hepatitis often do not differ 
from those of a mild infection; in the fulminant 
type, death may occur within 10 days, sometimes 
before any indication of jaundice. In the subacute 
form, death usually occurs from 3 to 8 weeks after 
the onset, usually following prolonged or relapsing 
jaundice. 


Guides to the diagnosis of hypothyroidism 


> Despite the attention directed toward thyroid 
research and the high incidence of thyroid disease, 
the diagnosis of hypothyroidism is still frequently 
missed, according to a report by Bennett W. Billow, 
M.D., in the New York State Journal of Medicine, 
October 1, 1960. In the absence of the obvious 
symptoms of myxedema, many physicians fail to 
consider hypothyroidism as a diagnostic possi- 
bility. The disease masquerades as gastrointestinal 
gynecologic, neurologic, and circulatory diseases 
and in the symptoms of growth problems in 
children. 

Hypothyroidism can generally be diagnosed in 
the physician’s office. If there is some doubt, the 
patient’s response to a trial of thyroid extract 
usually establishes the diagnosis. Patients with 
metabolic insufficiency who do not respond to 
thyroid extract should be given the more active 
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1-triiodothyronine. Thyroid hypertrophy and hyper- 
plasia, including struma lymphomatosa, should be 
treated with thyroid extract to correct the under- 
lying deficiency. Laboratory tests should be con- 
sidered simply as aids to the clinical diagnosis. 
The basal metabolic rate, protein-bound iodine, 
and radioactive iodine tests have both merits and 
limitations. The triiodothyronine red-cell uptake 
test, serum butanol extractable iodine test, and 
lasma protein index are useful in research. The 
Best diagnostic guides, however, are the case 
history, the physical examination, and the physi- 
cian’s clinical acumen, and the decision regarding 
therapy should be based on the results of this 
clinical evaluation. 


Acute infectious arthritis in the 
aged and chronically ill 


> An analysis of 19 cases of pyarthrosis seen dur- 
ing a 5-year period is presented by Robert F. 
Willkens, M.D., L. A. Healey, M.D., and John L. 
Decker, M.D., in the A.M.A. Archives of Internal 
Medicine, September 1960. Since 10 of these cases 
were encountered in a recent 18-month period, 
there is some doubt that acute septic joint disease 
is destined to become a medical curiosity, as some 
authors have suggested. Indeed, the disease is not 
rare in elderly, debilitated patients; it usually de- 
velops by hematogenous spread from other foci of 
infection. 

Since the host response to infections in this group 
of patients is notoriously atypical, the recognition 
of septic joint disease depends mostly on the dili- 
gence with which it is sought. Joint paracentesis 
with adequate synovial fluid examination constitutes 
the essential diagnostic elements. Detailed de- 
scriptions of 6 cases in this series show how the 
disease can appear in association with pneumonia, 
as a result of alcoholism, or subsequent to even 
careful and strictly aseptic intra-articular injections 
for degenerative joint disease. Pyarthrosis often de- 
velops in patients who have been hospitalized for 
rheumatoid conditions; in such cases the signs and 
symptoms of joint sepsis may be discounted as 
simply a manifestation of the chronic disease. 

Of the 19 cases in this series, Staphylococcus 
aureus was the infecting agent in 10, about half 
of which responded well to selective antibiotic 
therapy. No single program has been found uni- 
formly successful in Staphylococcus aureus joint 
infections, but vancomycin deserves further clinical 
evaluation. Adequate systemic antibiotics gave 
good results in patients infected with pneumococci. 
The problem of open versus closed therapy re- 
mains controversial. It appears, however, that in 
any event the primary aim of therapy should be 
the destruction of the organisms within the joint 
space rather than the removal of the exudate per 
se. The question of active motion in therapy of the 
diseased joint as opposed to absolute immobiliza- 
tion likewise cannot be answered unequivocally. 
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Since immobilization in chronically ill persons is 
likely to increase the incidence of complications, 
however, the treatment must be guided by the 
problems of the individual case. In the series re- 
ported, x-rays were of no help in the diagnosis. 


An experiment in the use of radioactive 
gold for cervical cancer 


> Evidence that radioactive gold is not advan- 
tageous in the treatment of invasive cervical car- 
cinoma is presented by E. Stewart Taylor, M.D., 
N. Paul Isbell, M.D., and Robert E. Dean, M.D., 
in the American Journal of Obstetrics and Gyne- 
cology, November 1960. In the authors’ experience, 
radioactive gold appeared to be less effective than 
external deep x-ray therapy as a supplement to 
radium in the treatment of the patients in the re- 
ported series. Moreover, the delayed complications 
of gold therapy were so serious as to cause the dis- 
continuance of the study after only 2 years. 

The investigation was designed to rule out the 
ambiguous elements of patient selection and in- 
exact knowledge of the extent of the disease before 
treatment. Accordingly, in a series of 44 unselected 
patients, alternate patients were treated with radio- 
active gold and radium while the others received 
traditional radium and x-ray treatment. Before 
treatment, the diagnosis of invasive cervical cancer 
was proved histologically, and the extent of the 
disease was determined as exactly as possible by 
laparotomy and pelvic tissue biopsy. The alternate- 
patient method .permitted the cases to fall into 
groups of approximately equal severity; for exam- 
ple, in the radium and x-ray group there were 13 
patients in anatomic stages I and II, and in the 
gold and radium group were 14 in the same stages. 
Results of treatment showed that injection of para- 
metrial tissues with colloidal radioactive gold in 
solution was associated with a 67 per cent rate of 
delayed major complications, three times the rate 
for the group treated with radium and x-ray. The 
4- to 6-year survival rate in the gold-treated group 
was 19 per cent; in the group treated by traditional 
irradiation methods the survival rate was 48 per 
cent. On the basis of these results the authors have 
discontinued the use of radioactive gold in the 
treatment of cancer of the cervix. 

In discussing the above paper, Dr. James F. 
Nolan suggested that the preliminary parametrial 
and nodal biopsy procedures may have exerted a 
deleterious effect on subsequent treatment proce- 
dures, because of disturbance of the anatomic 
planes, and that such a handicap would perhaps 
be greater for the radiogold-treated group than for 
the other group in the reported study. Dr. C. Paul 
Hodgkinson cited studies tending to confirm the 
above authors’ findings and indicating that specific 
technics might not be significant in the high inci- 
dence of complications. The consensus was that the 
original enthusiasm for the radiogold method had 
not been justified by later results. 


The evaluation of the degree of 
mitral insufficiency by selective left 
ventricular angiocardiography 


> The method of contrast injection into the left 
ventricle is the basis for an evaluation reported 
by Viking Olov Bjérk, M.D., Herman Lodin, M.D., 
and Elis Malers, M.D., in the American Heart 
Journal, November 1960. Evaluation of the degree 
of regurgitation through the mitral valves is an 
important practical problem, since in cases of com- 
bined mitral stenosis and mitral insufficiency the 
conventional transventricular dilation of the mitral 
orifice can be recommended only when regurgita- 
tion is slight. 

The authors’ study was based on a series of 
150 left ventricular angiocardiograms involving 33 
patients with mitral insufficiency. The results indi- 
cate that the best method for evaluating degree of 
regurgitation through the mitral orifice is to com- 
pare the left atrial and aortic contrast filling after 
the injection of contrast medium into the left 
ventricle. Five stages were established with regard 
to how far the contrast has passed into the aorta 
when the left atrium is completely filled with 
contrast material, and the findings at operation 
in 13 cases were in agreement with the preliminary 
evaluations. The authors state their conviction that 
no closed operation should be performed on the 
mitral valves in cases in which the left atrium is 
completely filled when the contrast medium is at 
or below the top of the aortic arch. 


Etiology and prevention of 
infectious hepatitis 


> The changed concepts resulting from medical 
experience with hepatitis during World War II are 
reviewed by Robert Ward, M.D., Saul Krugman, 
M.D., and Joan P. Giles, M.D., in Postgraduate 
Medicine, July 1960. This is the first of a series 
of articles on infectious hepatitis, a disease which 
seems to be increasingly prevalent. Formerly the 
disease was known variously as acute catarrhal 
jaundice, epidemic hepatitis, and acute yellow 
atrophy of the liver; today it is viewed as a viral 
infection characterized by destructive changes in 
liver cells and accompanied occasionally by severe 
illness in adults and usually mild illness in children. 
Hepatitis occurs in both sporadic and epidemic 
forms, and constitutes an especially serious problem 
in military groups under conditions of war. 

The current knowledge regarding causation was 
derived chiefly from intensive studies during and 
after the war. Although virus agents have been 
identified, no virus has as yet been isolated or 
successfully propagated, and attempts to reproduce 
the human disease in experimental animals have 
been largely unsuccessful. Definitive knowledge of 
hepatitis awaits the discovery of an experimental 
host and the development of a specific diagnostic 
test, serologic or otherwise. Valuable information 
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has been gained, however, through the successful 
transfer of infectious hepatitis (1H) virus from 
man to man and the demonstration of virus in 
the stools of patients with the disease. As a result 
it is possible to compare the properties of virus IH 
with the virus of serum hepatitis (SH). Both 
viruses are extremely resistant to heat, cold, and 
the action of ether. In general they somewhat 
resemble the enteroviruses. Investigations have 
confirmed the epidemiologic evidence that infec- 
tious hepatitis is spread mainly by intestinal-oral 
pathways and that persons may be infectious 
before they become ill. The duration of infectivity 
after the acute phase of the disease has not been 
established. The disease occurs in all parts of the 
inhabited world, and has its highest incidence in 
the pediatric age group; both sexes appear to be 
equally susceptible, although the incidence may 
be higher in girls soon after menarche. In some 
areas the annual distribution of cases shows a 
seasonal pattern, with the highest rates in the 
United States in the late winter and early spring. 

A high degree of immunity has been demon- 
strated to follow an attack of infectious hepatitis, 
and there is evidence of partial cross immunity 
between two strains of infectious hepatitis virus. 
Possible second attacks may be explained by the 
existence of multiple immunologically distinct types 
of infectious hepatitis virus, similar to those occur- 
ring among the enteroviruses. Gamma globulin 
prepared from normal adult human sera prevents 
icteric hepatitis when given during the incubation 
period. Control measures center on interrupting 
intestinal-oral pathways, by means of careful hand- 
washing, sterilization of food utensils, exclusion of 
potentially infected food handlers, suppression of 
flies, and other measures to prevent fecal con- 
tamination of food, milk, and water. The usual 
methods of chlorinating water probably do not 
inactivate hepatitis virus. Persons who have had 
infectious hepatitis should not serve as blood 
donors. During the treatment of patients, disposable 
needles and syringes should be used. Prophylaxis 
against infectious hepatitis includes administration 
of gamma globulin in the amount of about 0.06 ml. 
per pound of body weight. The passive immunity 
thus gained may be transient, but if a subclinical 
infection occurs in the inoculated person, active 
immunity results. 


Carcinoma in chronic thyroiditis 


> The preferability of conservative medical treat- 
ment in all cases of chronic thyroiditis is ques- 
tioned by Carl P. Schlicke, M.D., John E. Hill, 
M.D., and G. F. Schultz, M.D., in Surgery, Gyne- 
cology & Obstetrics, November 1960. With increas- 
ing recognition of the disease and improvement of 
clinical and laboratory methods for diagnosis, it 
has been presumed that all need for surgical in- 
tervention is obviated. A review of 189 cases, how- 
ever, has led these authors to conclude that con- 


= 
| 
¥5 
} 
= 
| 
| 
itm 
itm 
im 
i 
| 
i 
; 
d 
4 
4 
4 
| 
| 
| 


servative treatment in chronic thyroiditis can 
hardly be justified in view of the danger of an 
associated malignant tumor within the diseased 
gland. 

Among 1,682 cases of thyroidectomy a diagnosis 
of chronic thyroiditis was made in 189, of which 
103 represented Hashimoto disease; 9 of the 103 
patients also had carcinoma. Thus, 8.7 per cent of 
the patients undergoing thyroidectomy for Hashi- 
moto disease were found to have associated car- 
cinoma, and Hashimoto disease was present in 8.1 
per cent of all patients operated on for carcinoma 
of the thyroid. Twelve of the 103 patients were 
under 20 years of age. The reasons for the increas- 
ing incidence of the various types of thyroiditis in 
younger age groups are not clear. In the absence 
of knowledge about pathogenesis, the most widely 
used conservative treatment is simply the adminis- 
tration of desiccated thyroid, which corrects asso- 
ciated hypothyroidism but does not alter the his- 
tologic changes in Hashimoto disease and does not 
protect against the growth of unsuspected carci- 
noma. Steroid compounds, so helpful in subacute 
thyroiditis, are of little value in the chronic disease; 
roentgen irradiation of thiourea compounds may 
increase the risk of malignant degeneration. Opera- 
tive treatment can be carried out with minimal 
risk, however, and in the opinion of these authors 
and others, the considerable chance of malignancy 
is a compelling indication for surgical intervention 
in most cases of chronic thyroiditis. 


Accidental ingestion and overdosage 
involving psychopharmacologic drugs 


> Recently gathered information on the acute 
toxicity of psychopharmacologic agents in human 
beings is presented in The New England Journal 
of Medicine, October 13, 1960, by Howard M. 
Cann, M.D., and Henry L. Verhulst, M.S. Although 
toxicity studies are carried out in laboratory animals 
before a drug is placed in distribution, human data 
usually become available only after the drug has 
been in general use for some time. The information 
in this article is based on 280 cases of accidental 
ingestion and overdosage involving “tranquilizer” 
agents reported to the National Clearinghouse for 
Poison Control Centers by 60 local poison control 
centers over a 2-year period. Of the cases reviewed, 
toxic manifestations occurred in 45 per cent; chil- 
dren under 5 years of age were involved in 62.2 
per cent of all reported incidents, and more than 
a fourth of these had toxic symptoms. The ingestion 
of phenothiazine derivatives led to mild and seri- 
ous central-nervous-system depression, hypotension, 
convulsions, and extrapyramidal-tract motor activi- 
ty. Convulsions and extrapyramidal-tract motor 
activity occurred also following overdosage with 
prochlorperazine, and in 1 case each of perphena- 
zine and promazine ingestion. Single large doses 
of the rauwolfia derivatives caused mild central- 
nervous-system depression and flushing. Effects 
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were mila also following meprobamate, benacty- 
zine, phenaglycodol, and hydroxyzine. 

As yet, treatment for this type of poisoning is 
nonspecific; the measures used are those dictated 
by experience with other potential poisons. Early 
emptying of the stomach is important and may 
necessitate gastric lavage, in view of the antiemetic 
action of many of these drugs. Treatment in most 
cases is symptomatic and supportive. It is empha- 
sized, however, that for hypotension such as that 
induced by phenothiazine, epinephrine is useless 
and perhaps dangerous; blood, plasma, or plasma 
expanders should be used to maintain adequate 
circulating blood. For the muscle spasm of extra- 
pyramidal syndrome, muscle relaxants such as 
methocarbamol and zoxazolamine may be helpful. 
For severe and unresponsive reactions to meproba- 
mate poisoning, the relatively new technics of 
extracorporeal hemodialysis and exchange trans- 
fusion, the latter especially in children, should be 
investigated. With chlorpromazine, which is tightly 
bound to circulating plasma proteins, dialysis may 
not be effective, but exchange transfusion could 
remove most of the circulating drug, and this 
procedure has been suggested for chlorpromazine 
poisoning in children. 


Mural emphysema of the uterus 


> The importance of early recognition of gas- 
forming puerperal or abortal infection is empha- 
sized in a report by Leland E. Holly, II, M.D., 
Shattuck W. Hartwell, M.D., John N. McNair, 
M.D., and Robert A. Lowry, M.D., in The American 
Journal of Roentgenology, Radium Therapy, and 
Nuclear Medicine, November 1960. Details are 
given of a case illustrating how a simple roentgeno- 
gram of the maternal abdomen may disclose the 
unsuspected presence of a gas-forming infection 
and may lead to saving the mother’s life through 
the initiation of early specific antitoxic, antibiotic, 
and supportive therapy. 

Although roentgenograms are commonly used to 
diagnose gas-forming infections in deep tissues in 
contaminated war wounds, the use of the plain 
roentgenogram of the maternal abdomen as a 
diagnostic aid in puerperal or abortal sepsis has 
been reported in only 2 cases. In the case reported 
here, there was evidence of peritonitis 48 hours 
after cesarean section, and a plain flat roentgeno- 
gram of the abdomen was requested to determine 
whether there was intestinal obstruction. Emphy- 
sema of the uterine wall and cavity was the 
unexpected finding in the roentgenogram. Eventu- 
ally the case showed almost all the characteristic 
findings of typical gas gangrene, although clostridial 
organisms were not demonstrated in cultures. 
Escherichia coli, streptococci, and possibly staphy- 
lococci, however, are common causes of puerperal 
sepsis and may themselves produce toxins showing 
the same, but perhaps slower and lesser, signs of 
generalized gas gangrene infection; this is appar- 


ently what happened in the case reported. The 
treatment included polyvalent antitoxin and anti- 
biotics (particularly chloramphenicol ), blood trans- 
fusions, and careful thorough maintenance of 
drainage of infected sites. Spontaneous amputation 
and extrusion of the uterus with spontaneous closure 
of the abdominal dehiscence completed the rather 
stormy and dramatic course of this patient. 

It would appear that in many instances of gas 
infection early diagnosis and rapid specific treat- 
ment can prevent progress of the infection to the 
usually fatal septicemia and may actually pre- 
vent onset of general clostridial septicemia. Plain 
abdominal roentgenograms should be made in all 
cases of the puerperium and abortion which show 
certain variations from the usual clinical course. 


Endocrine therapy in 
obstetrics and gynecology 


> The necessity for frequent reviews of concepts 
concerning endocrine treatment is emphasized in 
a report by Leonard A. Aaro, M.D., in Proceedings 
of the Staff Meeting of the Mayo Clinic, Septem- 
ber 28, 1960. Revised approaches are dictated by 
better understanding of endocrine physiology and 
the development of new hormone preparations. In 
particular, the physician must remember that the 
female reproductive organs constitute only a small 
part of the human endocrine system, and there 
are many reciprocal effects between the genital 
organs and glands that are anatomically far re- 
moved. Accurate diagnosis is essential to proper 
treatment; premature hormone therapy may confuse 
the diagnosis or even mask a malignant lesion. In 
view of the great number of preparations available, 
the wise physician will become thoroughly ac- 
quainted with a few good ones and limit their 
prescriptions to these well-understood compounds. 

In general, estrogens are best administered by 
the oral route; in proper doses, oral estrogens are 
as effective as the parenteral types. Various conju- 
gated estrogenic substances are available and are 
well tolerated by most patients. Of the orally 
effective synthetic estrogens, methallenestril usually 
is better tolerated than is diethylstilbestrol. Orally 
effective synthetic progestogens are now available 
which offer the advantages of convenience and 
economy over the natural progesterone, which in 
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oral use is inactivated by the liver. Some of the 
newer compounds have been reported to exert 
greater androgenic effect, however. Several com- 
mercial preparations of gonadotropic hormone, both 
pituitary and chorionic, are available; however, it 
now appears that these substances have little 
application in gynecology. A pituitary hormone of 
great therapeutic worth in obstetrics is oxytocin, 
which is now produced synthetically (syntocinon). 
The natural oxytocin principle, pitocin, and the 
synthetic oxytocin have identical effects in clinical 
use. The value of relaxin in preventing premature 
labor is now doubted, and the role of this hormone 
in human physiology must be considered still 
unknown. 

In clinical practice, one of the most helpful 
principles is that of thyroid administration in cases 
of infertility. Although hypometabolism may be 
difficult to prove, the fact remains that in many 
patients an increase of the basal metabolic rate 
to zero has been associated with increased fertility. 
In threatened and habitual abortion, endocrine 
therapy is controversial. The rationale for such 
treatment is that additional progestogen will help 
maintain pregnancy until the placental production 
of this hormone becomes adequate. The risk of 
androgenic effects on the fetus appears to be very 
slight. 

Both prepubertal and postmenopausal atrophic 
vaginitis respond well to local estrogenic therapy 
by vaginal suppository or application of an estro- 
genic cream. In cases of dysfunctional bleeding, 
curettage is indicated except in girls under 20; 
after curettage recurrent bleeding may be con- 
trolled by estrogen administration, or bv cyclic 
therapy involving both estrogens and progestogens. 
With regard to endometriosis, no suggested plan 
of hormone therapy has met with success. Severe 
dysmenorrhea can be ameliorated by the produc- 
tion of anovulatory cycles through the effect of 
administration and then withdrawal of oral estro- 
gens. Some physicians now favor presacral neu- 
rectomy in such cases. Estrogens are useful in 
specific substitution therapy of severe vasomotor 
symptoms in menopausal women, but the treatment 
has disadvantages and should be used only when 
necessary. There is no definite proof that estrogens 
can cause malignant disease, however. In practical 
experience, hormone administration is rarely indi- 
cated in the management of the menopause. 


623 


= 
| 
| 
i 
= 
| 
i 
4 
? 
at 
i 
i 
| 
| 
| 
| 


> Books for review which were received during the period 
from January 5 to February 5 are listed on advertising page 
A-171. Reviews of these books will be published as space 
permits. 


>» PROGRESS IN EXPERIMENTAL TUMOR RE- 
SEARCH. Edited by F. Homburger, Cambridge, Mass. Cloth. 
Pp. 476, with illustrations. Price $22.00. S. Karger, Basel, 
Switzerland. J. B. Lippincott Company, exclusive U.S. dis- 
tributors, East Washington Square, Philadelphia 5, 1960. 


Recent interest in tumor research has become 
world-wide, and the literature on this interdisci- 
plinary subject is too scattered for the average in- 
terested reader to obtain. This volume brings to- 
gether the pertinent progress made in experimental 
tumor research over the last few years. The book 
is conveniently divided into four sections with a 
total of thirteen chapters. The author (or authors ) of 
each chapter gives the benefit of his experiences in 
that particular discipline. An international view is 
obtained by having authors from many countries 
review their particular interest. 

The review on experimental tumor research be- 
gins with four well-written chapters on virology 
and its recent contributions to tumor research. An 
individual chapter is devoted to the polyoma virus 
and its host specificity and susceptibility. Other 
chapters discuss the agents that have been isolated 
from leukemia patients by injecting mice with blood 
cells and other tissues from these patients. An in- 
teresting discourse is presented on the role of these 
isolated agents to the etiology of leukemia. The 
final chapter in this section is written in German 
and points to the relationship of leukemia virus in 
mice as compared to the leukosis viruses in fowl. 

The second section of the book is dedicated to 
the progress made in carcinogenesis. In five chap- 
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ters the authors review and discuss enhancing and 
modifying factors of carcinogenesis. Many new 
compounds have been shown to be carcinogenic, 
and the classification of these compounds is so di- 
versified that it is not likely that the mechanism of 
carcinogenic action is the same in each. Most 
authorities agree that the carcinogenic process is 
probably a loss of cell constituent, but there is no 
agreement on what this loss is. One of the chapters 
presents a valuable table summarizing experimen- 
tally induced neoplasms of the uterine cervix and 
vagina in animals. There is also an excellent de- 
scription of normal and neoplastic cells as viewed 
with the electron microscope from ultrathin sec- 
tions. The results of cytochemical analysis on the 
individual cells show great promise in gathering 
new information on normal and tumor cells. Altera- 
tions of the experimental methods in work with 
carcinogens can alter the results obtained. As in- 
dicated in one chapter, dosage, site of injection, 
animal species used, sex, the immunologic state, as 
well as other factors, are important in producing 
experimental tumors with carcinogens. 

The third section of this book deals with the 
progress of tumor inhibitors. A good review is pre- 
sented on chemical compounds and oncolytic anti- 
biotics that produce cytotoxic reactions to cells. As 
pointed out by the author, the results obtained 
with mitomycin C show the most encouraging re- 
sults, but he cautions about its many side effects 
when used on man. A short chapter describes the 
complexity of the oncolytic viruses in relation to 
various tumors. 

The final section is devoted to the biochemistry 
of tumors in which the authors review the literature 
of 1958 and 1959 and give their biochemical theory 
of the carcinogenic process. The authors believe 
that there should be a unified concept for all the 
work going on in the studies of carcinogenesis, 
chemotherapy, metabolism, and other areas. 

The book has been carefully written and edited. 
The references at the conclusion of each chapter 
are helpful. The contents will prove valuable to 
anyone interested in the subject of experimental 
tumors and cancer in general. It is unfortunate that 
this volume does not have a final index which 
would help with quick reference. 

A. B. D.O. 


> PROGRESS IN PSYCHOTHERAPY. Volume V. Re- 
view and Integrations. Edited by Jules H. Masserman, M.D., 
Professor of Neurology and Psychiatry, Northwestern Uni- 
versity and Director of Education, Illinois State Psychiatric 
Institute, Chicago; and J. L. Moreno, M.D., New York Uni- 
versity, New York City; Director, Institute of Psychodrama 
and Group Psychotherapy, Beacon, New York. Cloth. Pp. 
262. Price $8.50. Grune & Stratton, Inc., 381 Fourth Ave- 
nue, New York 16, 1960. 


This represents the fifth of the annual issues in a 
series devoted to psychotherapeutic progress in 
these United States and in other countries. The 37 
contributors include doctors of medicine from the 
United States and several other countries, repre- 
senting specialty work in a number of areas includ- 
ing psychology and sociology. 

It is in keeping with current events that the in- 
troductory article is “Psychiatric Encounter in Soviet 
Russia,” with glimpses into the dynamically chang- 
ing world behind the Iron Curtain. These glimpses 
are “anecdotal, speculative and personalized” by 
J. L. Moreno. In another chapter, M. S. Lebedinski 
writes of Soviet psychotherapy from a historical 
point of view and discusses current technics used. 

Following in sequence are seven parts of the 
book devoted to fundamentals of psychotherapy, 
methods, special technics, current applications, in- 
terdisciplinary integrations, and developments 
abroad. 

“Battlements and Bridges in the East” is the con- 
cluding chapter, written by Jules Masserman, an 
official representative of the American Psychiatric 
Association to countries abroad. With his profound 
ability to observe and understand human behavior 
he describes Czechoslovakia where he learned of 
their work in child psychiatry, neurosis, alcoholism, 
psychiatric therapy, and hypnosis. He then takes 
the reader through Vienna and ends with “final 
memories” of Yugoslavia. 

If the reader is interested in Japan and its many 
years of experience in the psychiatric field he will 
find an interesting account in this book. Poland, 
India, and Israel are also discussed in relation to 
the development of their attention to psychiatric 
problems. The value of the interdisciplinary ap- 
proach is recounted in relationship to sociometry 
in education, religion, and the process of “merging.” 

The discussion on progress in special technics is 
valuable to persons working with individuals as well 
as with large and small groups. An interesting ap- 
proach to psychotherapy is described as the use of 
sound and movement contained in the dance. 

Progress in psychotherapeutic approaches to the 
difficult social problems of alcoholism, delinquency, 
crime, and marital and industrial problems are 
subjects handled with courage as current practices 
are defined and elaborated. 

Premature termination of psychotherapy as a rea- 
son for unsuccessful treatment completes an inter- 
esting section on methods. Other topics discussed 
are the “confrontation technic”: one-visit psycho- 
therapy with children, which offers invaluable help 
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for therapists in a position of having to work with 
many patients in a limited period; and the ever- 
present emergency psychotherapy, previously an 
“area of silence” in psychotherapy. 

“Drugs and Psychotherapy” is a chapter of “funda- 
mentals” which may be read to advantage by all 
practicing physicians. Other fundamentals are dis- 
cussed in relation to public health, interpersonal 
relations, group methods, and dynamic psycho- 
therapy. 

Subject and author indexes as well as chapter 
references complete a volume which offers an in- 
centive to the practicing psychiatrist and a definite 
aid to the teacher of psychiatry. It might well form 
the basis for research for a psychiatric resident. It 


should be in medical research libraries. 
Fiepa M. BricHaM, D.O. 


®» CHEMICAL OSTEOSYNTHESIS IN ORTHOPAEDIC 
SURGERY. By Michael P. Mandarino, M.D., Associate, 
Department of Orthopaedic Surgery, Hahnemann Medical 
College and Hospital; Associate, Department of Ortho- 
paedic Surgery, Misericordia Hospital, Philadelphia, Penn- 
sylvania. Cloth. Pp. 72, with illustrations. Price $4.50. 
Charles C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1960. 


This issue in the American Lecture Series reports 
the author’s experimental and clinical use of a 
rigid polyurethane foam, Ostamer, in bone repair. 
The 50 cases in which operations were performed 
by the author for bone lesions have shown most 
gratifying results in follow-ups up to 3 years. The 
total of cases reported by all investigators as of 
September 1, 1959, was 300; of this group, 94 per 
cent were considered successful. The orthopedic 
surgeon will doubtless wish to examine this evi- 
dence for himself and decide whether the seem- 
ingly dramatic results have any application to his 
own practice. This book is a preliminary aid to 
that end. 


> THE ARTERIAL WALL. Edited by Albert I. Lansing, 
A.B., Ph.D., Chairman, Department of Anatomy, University 
of Pittsburgh School of Medicine, Pittsburgh, Pennsylvania. 
Cloth. Pp. 259, with illustrations. Price $7.50. The Williams 
& Wilkins Company, 428 East Preston St., Baltimore 2, 1959. 


This volume represents an attempt to review the 
data that are currently available on the structure, 
function, and chemistry of the major components 
of the arterial wall. One could well say that there 
are so many gaps in knowledge on this subject that 
this monograph is only a summarization of what is 
known in order to highlight that which is not 
known. 

The vasa vasorum of arteries, their demonstra- 
tion and distribution, for example, are discussed, 
but the editor feels that the extent and function 
of the vasa vasorum are still not known. Other ques- 
tions still needing answers would be how lipids 
penetrate the arterial wall, why the pulmonary 
artery is normally resistant to atherosclerosis, and 
why diabetes mellitus is associated with aggravated 
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atherosclerosis. However, many answers may even- 
tually come as a result of such progress as is re- 
corded here on topics like the structure and be- 
havior of vascular endothelium, perspectives in the 
study of arterial muscle, mucopolysaccharides of 
arterial tissue, and the metabolism of the arterial 
wall. 


> OXYGEN SUPPLY TO THE HUMAN FETUS. Edited 
by James Walker, and Alec C. Turnbull, University of St. 
Andrews, Fife. Ed. 2. Cloth. Pp. 313, with illustrations. Price 
$10.50. Charles C Thomas, Publisher, 301-327 East Law- 
rence Avenue, Springfield, Illinois, 1960. 


This book covers a symposium sponsored jointly by 
the Josiah Macy, Jr., Foundation and the Council 
for International Organizations of Medical Sciences 
which was held at Princeton, New Jersey, in De- 
cember 1957 under the chairmanship of Dr. Clem- 
ent A. Smith. The object of this symposium was to 
take stock of the situation at present by enabling 
clinicians and experimental workers to present their 
findings in humans and animals, and by discussion 
arrive at a clearer understanding of the many prob- 
lems involved. Representatives of many branches of 
science were invited. The main papers are pre- 
sented in full but considerable editing was neces- 
sary in the discussion groups to give emphasis to 
fields of interest. 

It seemed that the group was not content with 
presenting a great variety of clinical observations 
and experimental findings, but the enthusiastic 
participants speculated well beyond available facts, 
reconsidered traditional viewpoints, and proposed 
new hypotheses which may serve as a guide to re- 
search in this field for years to come. Every library 
should make this book available to its students, and 
doctors interested in research would find it chal- 
lenging. 


>» RECENT ADVANCES IN BIOLOGICAL PSYCHIA- 
TRY. Including a Havelock Ellis Centenary Symposium on 
Sexual Behavior. Edited by Joseph Wortis, M.D., Associate 
Clinical Professor of Psychiatry, State University of New 
York, Downstate Medical College, Brooklyn, New York. 
Cloth. Pp. 417, with illustrations. Price $13.50. Grune & 
Stratton, 381 Fourth Avenue, New York 16, 1960. 


This book represents the proceedings of the four- 
teenth annual convention and scientific program of 
the Society of Biological Psychiatry, which was 
held in Atlantic City in June 1959. This particular 
convention included as the 1959 Academic Lecture 
a discussion of the neurology of motivation by 
Roland P. MacKay. The section on neuroanatomy 
and neurophysiology consists of six papers and dis- 
cussions. The second part is a symposium on the 
conditioning of the electroencephalograph in ani- 
mal and man. Part three is a Havelock Ellis Cente- 
nary Symposium on the analysis of the sex impulse. 
The fourth part concerns drugs and somatic ap- 
proaches in psychiatry. Part five concerns psycho- 
pharmacologic research. 
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>» ADVENTURE TO MOTHERHOOD. The Picture Story 
of Pregnancy and Childbirth. By J. Allan Offen, M.D., As- 
sistant Professor of Obstetrics and Gynecology, University 
of Miami School of Medicine; Attending Obstetrician and 
Gynecologist, Jackson Memorial Hospital. Cloth. Pp. 67, 
with illustrations. Price $2.95. Audio Visual Education Com- 
pany of America, Publishers. Taplinger Publishing Company, 
exclusive U.S. distributors, 119 West 57th Street, New York 
19, 1960. 


This book is a picture story for laymen, composed 
of colored photographs and brief descriptions of 
the conduct of a normal pregnancy and birth. Al- 
though the book is sold in ordinary bookstores, 
there is a supplement available only to physicians. 
It is a kit including a self-taking obstetric history, 
hospital information, notebook leaves, and twenty- 
three supplementary leaflets which the doctor can 
give to his patient to describe postpartum care or 
such complications as diabetes in pregnancy, the 
Rh factor, cesarean section, and constipation. The 
idea of the kit is to save time for the doctor while 
still providing individualized care and, on the pa- 
tient’s side, to allay fears and dispel old wives’ 
tales related to parturition. 


> INJURIES OF THE BRAIN AND SPINAL CORD 
AND THEIR COVERINGS. Edited by Samuel Brock, New 
York University. Ed. 4. Cloth. Pp. 739, with illustrations. 
Price $18.50. Springer Publishing Company, 44 East 23rd 
Street, New York 10, 1960. 


Entirely new chapters on post-traumatic meningitis, 
and treatment of the bladder and related complica- 
tions which develop in the spinal paraplegic, have 
been added to the fourth edition of a popular book. 
A chapter on legal aspects of injuries of the nerv- 
ous system has been omitted since the subject 
has outgrown the scope of the text and demands 
separate treatment. New chapters have also been 
written on the pathology of brain injury, on intra- 
cranial hematomas, on neuroses which follow head 
and brain injury, and on the role of roentgenog- 
raphy in diagnosis of head injuries. Each of the 
thirty-one contributors has had a part in general 
revision, and the book is now considered to have a 
fresh orientation in its special field. 


> LIPIDS AND THE STEROID HORMONES IN CLIN- 
ICAL MEDICINE. Proceedings of an Applied Seminar of 
the Association of Clinical Scientists. Edited by F. William 
Sunderman, M.D., Ph.D., Sc.D., Director, Division of Meta- 
bolic Research and Clinical Professor of Medicine, Jefferson 
Medical College, Philadelphia, Pa.; and F. William Sunder- 
man, Jr., M.D., Head, Chemistry Branch and Instructor in 
Clinical Pathology, U.S. Naval Medical School, Bethesda, 
Md. Cloth. Pp. 207, with illustrations. Price $10.75. J. B. 
Lippincott Company, East Washington Square, Philadelphia 
5, 1960. 


In this book are the edited proceedings of an 
Applied Seminar of the Association of Clinical 
Scientists. The first section is on the lipids, and it 
includes classification, methods for extraction, lipids 


in serum, determination of total lipids in serum, 
cholesterol and cholesterol esters in serum, phospho- 
lipids in serum, total fatty acids in serum, free fatty 
acids in serum, lipoproteins in serum, lipids in feces, 
the meaning of hyperlipidemia, and clinical signifi- 
cance of lipids in cardiovascular disease. The second 
section, on the steroid hormones, includes discus- 
sions of fundamental chemical considerations, ster- 
oid hormone metabolites, colorimetric reactions for 
the estimation of the steroid hormones, partition 
chromatography of the steroid hormones, use of 
radioisotopes in steroid methodology, methodology 
of urinary 17-ketosteroids, methodology of cortico- 
steroids and aldosterone, clinical significance of 
measurements of 17-ketosteroids and 17-hydroxy- 
corticosteroids, estimation of urinary estrogens, and 
clinical significance of measurement of estrogens 
and progesterone metabolites. 


>» MEANING AND METHODS OF DIAGNOSIS IN 
CLINICAL PSYCHIATRY. By Thomas A. Loftus, M.D., 
Associate Professor of Clinical Psychiatry, The Jefferson 
Medical College, Philadelphia, Pennsylvania. Cloth. Pp. 
169, with illustrations. Price $5.00. Lea & Febiger, Wash- 
ington Square, Philadelphia 6, 1960. 


The need for accurate diagnosis is perhaps stressed 
less often in psychiatric disorders than in any other 
area of medical practice. However, it is no less true 
here that a proper diagnosis will permit treatment 
on a more rational plane, particularly if an etiologic 
conception can be proved. This book does not take 
any one viewpoint—that is, it does not hold that 
any one “school” has a total answer. In fact, the 
author points out the danger of following a rigid 
dogma such as the libido theory or the concept of 
the tripartite mental apparatus with its id, ego, and 
superego. This author also adds his bit to the 
controversy on terminology by defending the use 
of many older terms, on the basis that new terms are 
not necessarily more descriptive simply because 
they are new. 

The book presents, first, the meaning and method 
of diagnosis and, second, methods of psychiatric 
history taking. Then follow comparative histories 
in various disorders, from the common neuroses on 
through psychopathic personalities and organic re- 
action types. A special chapter concerns the psychi- 
atric consultation, emergency consultation, doctor- 
patient relationship, and the use of drugs in 
diagnosis. Then follows a chapter of exercises in 
diagnosis from psychiatric histories and consulta- 
tion notes. 

This book is probably helpful to anyone con- 
cerned with a diagnosis of psychiatric disorders 
except, perhaps, the one whose theoretic basis is 
too firmly fixed; such a one, as suggested by Dr. 
Robert A. Matthews in the Foreword, would find 
the book much too eclectic. 


» NEOPLASTIC DISEASE AT VARIOUS SITES. Gen- 
eral Editor D. W. Smithers, M.D., F.R.C.P., F.F.R. Intro- 
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ductory Volume: A CLINICAL PROSPECT OF THE 
CANCER PROBLEM. By D. W. Smithers, M.D., F.R.C.P., 
F.F.R., Professor of Radiotherapy in the University of Lon- 
don; Director, Radiotherapy Department, Royal Marsden 
Hospital, and Institute of Cancer Research; Royal Center 
Hospital; Radiotherapist, Brompton Hospital. Cloth. Pp. 
232, with illustrations. Price $8.50. E. & S. Livingstone, 
London. The Williams & Wilkins Company, exclusive U.S. 
distributors, 428 East Preston Street, Baltimore 2, 1960. 


This is the introductory volume in a rather long 
projected series of books on the problem of neo- 
plastic disease. The other volumes in this series are 
to be factual and to present available information 
in a not-too-controversial manner. However, this 
volume is speculative and philosophic, more or less 
designed to stimulate controversy or at least dis- 
cussion. It is exceedingly well written. The chapter 
headings include, besides the introductory section, 
development and senescence, definition and classifi- 
cation, natural history, theories of causation, injury 
and isolation, hormones, prevalence, prevention and 
early diagnosis, quackery and education, aims of 
treatment and its local application, systemic treat- 
ment and its future, and a general summary. The 
book can be read with interest by anyone concerned 
with the diagnosis and treatment of cancer; there 
is much that can be considered food for thought, 
and perhaps there are even some ideas for research 
projects. 


&» THE BIOCHEMICAL RESPONSE TO INJURY. A 
Symposium organized by The Council for International 
Organizations of Medical Sciences, established under the 
joint auspices of UNESCO and WHO. Edited by H. B. 
Stoner with the assistance of C. J. Threlfall, The Toxicology 
Research Unit, Medical Research Council Laboratories, Car- 
shalton. Cloth. Pp. 467, with illustrations. Price $12.50. 
Charles C Thomas, Publisher, 301-327 East Lawrence Ave- 
nue, Springfield, Illinois, 1960. 


In his introduction, Dr. D. P. Cuthbertson, chair- 
man of the symposium, states that an understand- 
ing of the response to injury is basic to the under- 
standing of medicine as a whole. The formulation 
of the stress concept by Selye and its subsequent 
elaboration by him into the general adaptation 
syndrome have undoubtedly provided such a unify- 
ing concept. But in its present state, it seems to 
have outstripped the experimental evidence and by 
its very over-unification has tended to inhibit fur- 
ther research. Thus the truth written by Claude 
Bernard in 1865 comes to the fore: “[In] the ambi- 
tion to explain prematurely at one step the whole 
of the disease . . . one loses sight of the patient, one 
gets a wrong idea of the disease, and by a false ap- 
plication of physiology, experimental medicine is 
hindered instead of being assisted in its progress.” 
Many of the papers and discussions, which consti- 
tute the substance of this symposium, deal with 
these aspects. 

Twenty-two leaders in their specialized fields 
participated and presented such topics as electro- 
lytes and glycogen in injured tissues, metabolic re- 
sponses to injury in cerebral tissue, tissue injury due 
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to reduced filterability of the erythrocytes, physical 
injury effects on lipid metabolism, disturbance of 
protein metabolism following physical injury, some 
problems of water metabolism following surgery, 
biochemical response to bacterial injury, and bru- 
cellosis as a model for metabolic studies on bacte- 
rial shock and inflammation. 

The practical aspects of the discoveries in various 
experiments presented are not ignored; so the book 
should be of great interest to physicians and sur- 
geons as well as to biochemists, physiologists, and 
experimental pathologists. 


>» CHEMOTHERAPY IN EMOTIONAL DISORDERS. 
The Psychotherapeutic Use of Somatic Treatments. By 
Frederic F. Flach, M.D., F.A.P.A., Assistant Professor of 
Clinical Psychiatry, Cornell University Medical College, 
New York; Assistant Attending Psychiatrist, Payne Whitney 
Psychiatric Clinic of the New York Hospital, and St. Vin- 
cent’s Hospital, New York; and Peter F. Regan, III, M.D., 
F.A.P.A., Professor and Head of the Department of Psychia- 
try, The J. Hillis Miller Health Center, University of Florida 
College of Medicine, Gainesville, Florida. Cloth. Pp. 314, 
with illustrations. Price $10.00 McGraw-Hill Book Com- 
pany, 330 West 42nd Street, New York 36, 1960. 


This book is designed to answer such questions as: 
How may the physician integrate somatic and 
psychologic therapeutic approaches in a meaning- 
ful way? When confronted with a particular patient, 
how can he decide whether or not to employ a 
somatic agent? If he elects to use a somatic agent, 
which one will he select in order to achieve his 
desired goal? Another purpose is to bring some 
order to the very confusing field of chemotherapy 
in emotional disorders. Part of the confusion has 
been caused by preliminary reports on symptomatic 
treatment which in the long run has done nothing 
for the basic disorder, and part from the great 
welter of published information which requires 
intensive study before intelligent choices can be 
made. The book provides a thoughtful long look 
at the problem, and it should be welcomed by 
psychiatrists. 


> INFANT FOODS AND FEEDING PRACTICE. By 
Herman Frederic Meyer, A.B., M.D. (F.A.C.P., F.A.A.P.), 
Associate Professor, Department of Pediatrics, Northwestern 
University Medical School; Associate Attending Physician, 
Children’s Memorial Hospital; Consultant in Pediatrics, 
Swedish Covenant Hospital, Chicago, Illinois; Courtesy At- 
tending Physician, Pediatrics, Evanston Hospital and St. 
Francis Hospital, Evanston, Illinois. Cloth. Pp. 332, with 
illustrations. Price $9.75. Charles C Thomas, Publisher, 301- 
327 East Lawrence Avenue, Springfield, Illinois, 1960. 


Prompting the writing of this book is the enthu- 
siasm with which the author’s first text, Essentials 
of Infant Feeding for Physicians, was received. 
Since that time much material on infant nutrition 
has been published. Writing a second book under 


a changed title was concluded essential to empha- 
size and amplify those sections of the first text 
which had proved acceptable and helpful. 

This is a rapid-reference text of practical infant 
feeding for physicians and nutritionists. The style is 
simple; the author speaks to the physician in a 
language that needs little reinterpretation for con- 
veying the information to mothers. In controversial 
areas the author’s view is clearly stated, yet the 
reader is permitted to formulate his own views. 
The work is well referenced. 

It is a book to which the beginner will want to 
and the older physician will need to refer to fre- 
quently because of valuable current information. 


>» THE DISPENSATORY OF THE UNITED STATES 
OF AMERICA. 1960 Edition. New Drug Developments 
Volume. Volume 2. Edited by Arthur Osol, Ph.G., B.S., 
M.S., Ph.D., Professor of Chemistry and Dean of Science, 
Philadelphia College of Pharmacy and Science; Member of 
the Executive Committee of the Committee of Revision of 
the United States Pharmacopeia; and Robertson Pratt, A.B., 
Ph.D., Professor of Pharmacognosy and Antibiotics, Univer- 
sity of California School of Pharmacy. Cloth. Pp. 240, with 
illustrations. Price $9.00. J. B. Lippincott Company, East 
Washington Square, Philadephia 5, 1960. 


This book is a supplement to the twenty-fifth edi- 
tion of the United States Dispensatory. It describes 
some 200 new drugs and gives additional informa- 
tion about others already listed in the big U.S.D. 
There are also general survey articles on certain 
groups of medicinals, such as the antibiotics with 
antitumor activity and the hypoglycemic sulfony- 
lureas and biguanides. 


> GLOSSARY OF WORDS AND PHRASES USED IN 
RADIOLOGY AND NUCLEAR MEDICINE. Prepared 
from various sources for Medical Secretaries, X-ray Tech- 
nicians, Medical Students and Residents in Radiology. By 
Lewis E. Etter, B.S., M.D., F.A.C.R., Professor of Radiology 
and Chief, Radiological Service, Western Psychiatric Insti- 
tute and Falk Clinic, School of Medicine, University of 
Pittsburgh; Consultant, Pittsburgh State Tuberculosis Hos- 
pital, Leech Farm, Pittsburgh, Pennsylvania. Cloth. Pp. 203, 
with illustrations.. Price $8.50. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, Illinois, 1960. 


This book is designed primarily for the secretary and 
“girl Friday” of the doctor who practices in ra- 
diology and nuclear medicine. The first section in- 
cludes radiologic symbols and semantics; the sec- 
ond is a suggested terminology for roentgenologic 
reports. Part three includes notes on writing 
roentgenologic reports and a group of sample roent- 
genologic reports; finally, there is a glossary. The 
book should reduce the number of questions that 
the medical secretary must ask the doctor and 
eliminate the errors which inevitably occur when 
dictation is being transcribed. 


Another Davol Exclusive 


ANNOUNCING 


ITEMS FOR 


*Personal Patient Protection 


...a line of completely functional and labor- 
saving disposables involving mass daily routines 


ad SAFETY: Assures patient safety b reducing danger. 
‘i of cross infection. 


- CONVENIENCE: Contains all necessary Items for 
catheterization of one patient. Can be stored 
easily where needed for immediate use. 


ECONOMY: Eliminates autoclaving-and-labor 
expense of hospital-prepared sets. 


Disposable Catheterization Set contains these sterile items: 
New All-Purpose Rubber Catheter for use where 14 or 16 French 
is desired (optional) - Multi-Cupped Tray - Specimen Container 

Lubricant 8 Cotton Balls Pickup Clip + Plastic Gloves 

* Plastic-Coated Towel + Plastic Cover 


Disposable Prep Set contains: 


Twin-Basin Tray * Razor (with blade) 
+ 2 Absorbent Towels + Plastic-Coated Towel 


Now Available From Your Hospital Supply Dealer. + 6 Cotton Balls + Plastic Cover 
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Efficacy plus simplicity 
conception 
without occlusive device 


Cream-Jel 


snowy white—odorless—dry—static—free of messiness 


New microphotograph 
demonstrates unique matrix action 
on spermatozoa 


Extended clinical studies 
totaling 5146 patient-months 
reveal low pregnancy rates 
of 2.01! and 3.2? per hundred 

Wwoman-years of exposure, 
confirming that “‘. . . Immolin 
Cream-Jel used without an 
occlusive device is an efficient 
and dependable contraceptive.’’! 


. Matrix 


1. Goldstein, L. Z.: Obst. & Gynec. 19:133 (Aug.) 1957. 
2. Finkelstein, R., and Goldberg, R. B.: Am. J. Obst. & Gynec. 78:657 (Sept.) 1959. 
IMMOLIN is a registered trade-mark of Julius Schmid, Inc. 


Julius Schmid, Inc. 423 west 55th street, New York 19, N. Y. 
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Extensive clinical experience in the United 
States and Europe demonstrates that Lomotil 
provides prompt and positive symptomatic con- 
trol of diarrhea. 

Lomotil possesses a highly efficient antiperi- 
staltic action. It controls diarrhea with few or 
none of the undesirable side effects of many 
other commonly used antiperistaltic agents. 

In the control of diarrhea, Lomotil offers 
safety, efficacy and greater convenience. 


DOSAGE: The recommended initial dosage for 
adults is two tablets (2.5 mg. each) three or four 
times daily, reduced to meet the requirements 
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(BRAND OF DIPRENOXYLATE 


LOwers propulsive’ 


MOTILity 


Stops diarrhea promptly 


Now an exempt preparation under 
revised Federal Narcotic Laws 


of each patient as soon as the diarrhea is under 
control. Maintenance dosage may be as low as 
two tablets daily. Lomotil, brand of diphenoxy- 
late hydrochloride with atropine sulfate, is sup- 
plied as unscored, uncoated white tablets of 2.5 
mg., each containing 0.025 mg. (14400 grain) of 
atropine sulfate to discourage deliberate over- 
dosage. 

Recommended dosage schedules should not 
be exceeded. 


6. D. SEARLE «& co. 


CHICAGO 80, ILLINOIS 
Research in the Service of Medicine 
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the quality of greatness 


Resistance to antibiotics by a rising nuinber G ANT R! S IN} 


of bacterial strains*—as well as superinfection 
during antibiotic therapy—poses an 

increasing problem in the management of 
upper respiratory infections in children. 

In the face of these difficulties many clinicians 
resort to time-tested Gantrisin, which 
continues to offer an expedient and realistic 
approach to pediatric respiratory infections. 


Especially useful in pediatric practice 

(and flavor-designed for children): Gantrisin Acetyl 
Pediatric Suspension and Syrup; Lipo Gantrisin. 
Consult literature and dosage information, 
available on request, before prescribing. 


*A. J. Vignec and J. G. Kuan, New York J. Med., 60:3030, 1960. 
GANTRISIN® — brand of sulfisoxazole 


‘i 
“ LABORATORIES, DIVISION OF HOFFMANN-LA ROCHE INC. 2 


: Therapeutic vitamins in the “therapeutic” jar 


High potency water-soluble vitamins as contained in STRESSCAPS may solve the compli- 
| cating nutritional problem in arthritics. As increased metabolic needs are intensified by 
i established or progressive deficiencies, multiple vitamins adjunctive to primary therapy 
are justified."* The decorative STRESSCAPS jar also helps resolve the problem of 
adherence to prescribed regimen... reminding the patient of his one-capsule-daily. 


Each capsule contains: Thiamine Mononitrate (B,) 10 mg., Riboflavin (B,) 10 mg., Niacinamide 100 m; 
Ascorbic Acid (C) 300 mg., Pyridoxine HC! (B,) 2 mg., Vitamin B ., Ca { 
mg., Vitamin K (Menadione) 2 mg. Average Ve 


i, Robinson, W. D. Report to A.M.A. Council on Foods and Nutrition, J.A.M.A. 166:263 (Jan. 18) 1968. 2. Spies, T.D.: J.A.M.A. 
167:675 (June 7) 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 


STRESSCAPS 


Stress Formula Vitamins Lederle 
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... there are ways you can make life easier for the newborn infant . . . and for those 
who will care for him during his first few days of life. Hollister’s disposable 
Umbilical Cord-Clamp, for instance, is swiftly ap- 

plied with only one hand. And it firmly . . . safely 

.. . Seals off the cord, maintains constant pressure 

as the cord shrivels, will not come open acciden- wor 

tally, needs no belly bands, may be autoclaved. NS corv-cLamP 


PLASTIBELL \ For the male infant, the disposable Plastibell al- 
lows safe delivery room circumcision in only 2 to 
3 minutes . . . immediately after birth. The job is 
done quickly, cleanly, easily, and is usually all 
healed by the time the infant goes home. This re- 
lieves the parents of anxiety, saves time for the doctor and the hospital. 


INCORPORATED 
833 North Orleans Street, Chicago 10, Illinois 
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...and other painful or disabling musculoskeletal conditions often respond rapidly to the “antidoloritic”* effects of DECAGESIC. 
DECAGESIC helps restore normal function by relieving pain and discomfort, by its anti-inflammatory effect, and by imparting a 
sense of well-being. DECAGESIC combines the benefits of DECADRON® (dexamethasone) and aspirin with aluminum hydroxide to 


provide increased effectiveness and to reduce the possibility of side effects. 
baad Indications: Acute painful inflammatory musculoskeletal disorders, mild to moderate rheumatic 
*ec"s and arthritic conditions, other collagen disorders and conditions in which the conjunctive administra- 


tion of a corticosteroid and salicylate can be beneficial. 


¥ Dosage: 1 or 2 tablets 3 or 4 times daily. The usual precautions of corticosteroid therapy should 
—_—_ be observed. Additional information on DECAGESIC is available to physicians on request. Supplied: 
Bottles of 100. Each tablet contains 0.25 mg. of DECADRON (dexamethasone), 500 mg. of aspirin 
and 75 mg. of aluminum hydroxide (present as the dried gel). DECAGESIC and DECADRON are trade- 
marks of Merck & Co., Inc. 
dexame *“Antidoloritic” describes the relief of pain associated with inflammation—dolor=pain, itic= 


thasone with aspirin and aluminum hydroxide A 
associated with inflammation. 


CONSERVATIVE MANAGEMENT FOR PROMPT SUPPRESSION 
MERCK SHARP & DOHME « Division of Merck & Co., INc., West Point, Pa. 
OF INFLAMMATION AND FOR RELIEF OF ASSOCIATED PAIN @ 
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ANNOUNCING: THE CARNATION WEIGHT REDUCTION PLA 


EFFECTIVE 


THE CARNATION WEIGHT REDUCTION PLAN 


This Plan is a new meal-replacement weight reduction regimen 
based on delicious milk products plus a standard multi- 
vitamin-mineral preparation. 

Carnation’s nutritionally-balanced meal-replacement Plan 
supplies 1000 calories and 70 grams of high quality protein. 


EASY FOR PATIENTS TO MAKE 


TAKE 1 standard multi-vitamin-mineral preparation each day. 
MIX one day’s supply (4 glassfuls) of Carnation Plan For- 
mula by stirring together in a container larger than 
a quart: 
1% cups CARNATION INSTANT NONFAT DRY 
MILK 
1 quart WHOLE MILK 
If desired, flavor with instant coffee or a variety of 
extracts. 
Chocolate flavoring adds 30 calories per teaspoonful. 


OR for a Single Glass: Mix a generous % cup Carnation 
Instant with 1 cup whole milk. 
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MULTIVITAMIN. MINERAL 


COSTS ONLY 44¢ A DAY 


The total expense for the Carnation Weight Reduction Plan 
—including the multi-vitamin-mineral preparation—is 44¢ 
a day. Compare this to the price dieters pay for the largest- 
selling pre-mixed product. 


TASTES NATURALLY DELICIOUS 


Because the Carnation Plan Formula is based on fine, pure 
dairy products, it has a fresh milk flavor. Patients can vary 
this flavor by simply adding 3 to 4 teaspoons of instant coffee, 
or 1% teaspoons of any of their favorite extracts, like vanilla, 


per quart. 
AN EFFECTIVE, FLEXIBLE PLAN 


The Carnation Weight Reduction Plan provides balanced 
nutrition. Providing 1000 calories a day, the Plan gives the 
dieter 70 grams of high-quality, hunger-appeasing protein. 
This concentration of protein helps satisfy the appetite, and 
at the same time, keeps up the dieter’s energy. The Plan 
meets the Daily Adult Requirement for all vitamins and 
minerals with established minimums. 


MAKE AT HOME—FOR ONLY 44°A DAY | 
4 
a 
CUPS DN INSTANT NONFAT [ 


Four glasses of the Carnation Weight Reduction For- 
mula and the vitamin-mineral supplement* answer the 
Minimum Daily Adult Requirement for all known vita- 
mins and minerals. Besides 70 grams of high-quality 
protein, 100 grams of carbohydrate, and 36.8 grams of 
fat, the Carnation Weight Reduction Plan provides: 


Vitamin A 
Vitamin D 
Ascorbic Acid (C) 
Thiamin (B}) 
Riboflavin (Bz) 
Niacinamide 
Iron 

Calcium 
Phosphorus 
Iodine 
Pyridoxine (Bg) 
Ca Pantothenate 
Vitamin Bj2 
Vitamin E 
Sodium 
Potassium 
Manganese 
Magnesium 
Copper 

Zinc 


Calories 

“Tipplement, 194 cups Carnation Instant Nonfat Dry Mile 
supplement, 12 cups Carnation Instant Nonfat i 
Ps | 1 quart of whole milk. 

**M.D.R. (Minimum Daily Requirement) has not been 
established. 
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The physician prescribes the multi-vitamin-mineral prep- POR CONVENIENCE: ATION WEIGHT 
aration to supply the vitamin-mineral elements outside the REDUCTION PLAN FOLDERS FOR YOUR PATIENTS 
basic food drink. The physician may also wish to vary the 

They describe the Plan fully, 


number of meals the dieter replaces with the Carnation Plan , . 
Formula and the number of days the patient stays onthe concisely. Give complete direc- 
regimen. In this way the physician is given the opportunity tions. Save your valuable time. 
to adjust the regimen of the dieter to suit the needs of each Generous supply of folders in unique 
individual patient. tear-out pad. Simply write to 

BULK—TO PROTECT AGAINST CONSTIPATION MN-1, Los 
Dieters can snack with low-calorie vegetables and greens like ; : 
celery, cucumbers, radishes, green pepper, lettuce. These 
snacks are welcomed by the dieter, and they aid regularity. 
Coffee and tea (without sugar and cream) may be used. 
Plenty of water is generally recommended. 

FOR ALL DIET-CONSCIOUS PATIENTS 

Carnation Nonfat Dry Milk can be recommended apart from . 
a meal-replacement diet. All patients interested in weight 
control get important calcium, and ar nation (Ompany 
the low-calorie way. Only 81 calories in an 8-ounce glass of 
regular Carnation Instant Nonfat Dry Milk. 
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@ “The high levels, plus prolonged duration of 
antibacterial activity and no decrease in absorp- 
tion when given with food, should provide greater 
therapeutic effectiveness...” 


1. Griffith, R. S.: Antibiotic Med. & Clin. Therapy, 7:320, 1960. 


why 
you 

can expect more 
from 


Hlosone’ 


(propiony! erythromycin ester lauryl sulfate, Lilly) 


Ilosone, in its more acid-stable form, eliminates the 
need for an ‘“‘empty stomach” for effective antibiotic 
therapy. Food no longer interferes with absorption 
to any great extent. Moreover, enhanced absorption 
from the intestine in comparison with that of older 
forms of erythromycin assures greater certainty of 
therapeutic response. Thirdly, Ilosone is notably safe. 
In a review of over 20,000 case reports, there were no 
serious side-effects or toxic reactions. 


Summing up: Ilosone works decisively in a wide 
variety of infections. 


Usual Dosage: 

For infants and for children under twenty-five pounds of 
body weight, 5 mg. per pound every six hours; for children 
weighing twenty-five to fifty pounds, 125 mg. every six 
hours. 

For adults and for children over fifty pounds, 250 mg. every 
six hours. 

In more severe or deep-seated infections, these dosages may 
be doubled. 


Available in Pulvules®, suspension, and drops. 


Conventions and 
meetings 


American College of Osteopathic Sur- 
geons, annual clinical assembly, Denver 
Hilton Hotel, Denver, Colo., October 
29-November 2. Executive Secretary, 
Charles L. Ballinger, Box 40, Coral 
Gables, Fla. 


American Osteopathic Association, 
Board of Trustees, July 6-8, Drake 
Hotel, Chicago; House of Dele- 
gates, July 9-12, Drake Hotel, 
Chicago. Sixty-Sixth Annual Con- 
vention, Las Vegas, Nev., January 
15-18. Program Chairman, W. 
Clemens Andreen, Andreen Clinic, 
1475 Ford Ave., Wyandotte, Mich. 


American Osteopathic College of Pa- 
thologists, annual meeting, May 6-8, 
Detroit Osteopathic Hospital. Program 
Chairman, Norman W. Arends, 12523 
Third Ave., Detroit 3. Secretary, George 
E. Himes, 416 W. Fourth Ave., Flint 3, 
Mich. 


American Osteopathic College of Proc- 
tology, refresher course, March 20-21; 
annual clinical assembly, March 22-24, 
The Rice Hotel, Houston, Texas. Pro- 
gram Chairman, Horace A. Emery, 2901 
Ave. Q, Lubbock, Texas, Secretary, Eu- 
gene W. Egle, Lackland Clinic, 2335 
Brown Rd., St. Louis 14. 


Arizona, annual meeting, May 12-14, 
Ramada Inn, Phoenix. Program Chair- 
man, L. A. Nowlin, 1325 W. McDowell 
Rd., Phoenix 32. Executive Director, Mr. 
Stanley N. Schultz, Pima Plaza Bldg., 
Suite 213, 2030 E. Broadway, Tucson. 


Arkansas, annual meeting, Lafayette 
Hotel, Little Rock, May 6-7. Program 
Chairman, H. V. Glenn, 424 S. Main St., 
Stuttgart. Secretary, R. M. Packard, 726 
W. Walnut St., Rogers. 


Canadian Osteopathic Association, an- 
nual meeting, October 5-7. Program 
Chairman, Norman W. Routledge, 15 
Ursuline Ave., Chatham, Ont. Secretary, 
Miss Joyce S. Currie, 609 Medical Arts 
Bldg., Montreal 25, Quebec. 


Colorado, annual meeting, Broadmoor 
Hotel, Colorado Springs, April 13-15. 
Program Chairman, H. V. Anderson, 211- 
12 Carlton Bldg., Colorado Springs. 
Secretary, C. Robert Starks, 1459 Ogden 
St., Denver 18. 
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STERILE 
DISPOSABLE 
NEEDLES 


for the benefits 
of disposability... 


EASY-ENTRY POINTS 


smooth, drag-free penetration 


SAFER-HANDLING HUBS 


surer finger grasp 


TAMPER-PROOF PACKAGES 


assured one-time use 


FULL-PROTECTION SHEATHS 


in the package—after filling— 
to the moment of injection 


now in sizes to meet most parenteral needs 
manufactured, sterilized and controlled by 


in Canada: BECTON, DICKINSON & CO., CANADA, LTD., TORONTO 10, ONTARIO 


B-D, YALE, LUER-LOK, MULTIFIT AND DISCARDIT ARE 
TRADEMARKS OF BECTON, DICKINSON AND COMPANY 


Indiana, annual meeting, French Lick 


Florida, annual meeting, Carillon Ho- 
Sheraton Hotel, French Lick, May 20-23. 


tel, Miami Beach, October 2-4. Execu- 


BECTON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY 


tive Director, Mr. Barton K. Johns, 5009 
Central Ave., Tampa 3. 


Georgia, annual meeting, Gardens 
Motel, Callaway Gardens, May 15-17. 
Program Chairman, Raymond S. Hough- 
ton, 314 N. Dawson St., Thomasville. 
Secretary, Alfred R. Haight, 2170 Idle- 
wood Rd., Tucker. 


Illinois, annual meeting, Palmer House, 
Chicago, April 20-23. Executive Direc- 
tor, Mr. Douglas O. Durkin, Room 521, 
53 W. Jackson Blvd., Chicago 4. 


Program Chairman, Loyd H. Riley, Odon. 
Secretary, Arabelle Baker Wolf, 4840 N. 
Michigan Rd., Indianapolis 8. 


Iowa annual meeting, Hotel Savery, 
Des Moines, May 7-9. Program Chair- 
man, John W. Campbell, 204 Security 
Bldg., Davenport. Secretary, Mr. Herman 
W. Walter, 519-20 Insurance Exchange 
Bldg., Des Moines 9. 


Maine, annual meeting, Hotel Samoset, 
Rockland, June 22-24. Executive Direc- 
tor, Mr. George R. Petty, Monmouth. 
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In CONSTIPATION... 
Relief ? Certainly. 
But, what about the atonic_ bowel ? 


MODANE 


for both! 


Consider the task . . . Usually it is more than 
just moving fecal matter. Often, the atonic 
bowel cries for rehabilitation! MODANE answers 
both needs. 


FOR ONE HALF OF THE PROBLEM 


MODANE provides Danthron—non-irritating, non- 
habit-forming, overnight de-constipant which acts 
gently, positively, on the large bowel only. 


- - - FOR THE OTHER HALF 
MODANE supplies Pantothenic Acid vital to the 


body’s formation of coenzyme A which is, in turn, 
essential for acetylation of choline—so necessary 
for normal bowel tone and peristaltic efficiency. 


3 IDEAL DOSAGE FORMS ! 


Each Modane Tablet contains 75 mg. Danthron (1.8 Dihydroxyanthraquinone) and 
25 mg. Calcium Pantothenate. Each Modane Mild Tablet and each teaspoonful 
Modane Liquid contains 37.5 mg. Danthron and 12.5 mg. Calcium Pantothenate. 
Dosage — 1 tablet, teaspoonful, or fractional teaspoonful, immediately after the 
evening meal. 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS 8, OHIO 
Dallas * Chattanooga ® Los Angeles * Portland 


4 s 


DRAMATIC 


physical and emotional 


relvef in 


ANGINA 
PECTORIS 


‘round-the-clock 
protection against 
both pain and fear 


OVAS 


Tymcaps COROVAS is a nontoxic, uniform- 
acting, long-acting vasodilator to control 
or prevent attacks of angina pectoris. One 
COROVAS Tymcap upon arising provides 
up to 12 hours of continuous coronary 
vasodilation, and another COROVAS 
Tymcap before the evening meal affords 
maximum protection against seizures all 
night. COROVAS alleviates the associated 

fear of pain. Reduces the need for emer- 

gency nitroglycerin. Safe and effective for 
long-term therapy. 


SUPPLIED — Boxes of 60 and 120. 


PROLONGED, SUSTAINED ACTION OF VASODILATING PENTAERYTHRITOL TETRANITRATE 
(PETN) 30 MG., AND SEDATIVE SECOBARBITURIC ACID 50 MG. IN EACH COROVAS TYMCAP. 
AS WITH ALL NITRATES, USE WITH CAUTION IN GLAUCOMA. 


AMFRE GRANT, INC. 
Brooklyn 26, N. Y. 
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THE OUTLOOK IS CALM 


FOR THE HYPERTENSIVE 


Butiserpine’ 


—just enough reserpine (0.1 mg. per tablet or tea- 
spoonful) to help control blood pressure without 
side effects. 

—just enough BUTISOL Sodium® butabarbital 
sodium (15 mg.) to induce calmness without 


drowsiness. 
Butiserpine Tablets + Elixir + Prestabs® Butiserpine R-A 


(Repeat Action Tablets) | 


McNeill Laboratories, Inc. 
Philadelphia 32, Pa. 


] 


Minnesota, annual meeting, Lowry 
Hotel, St. Paul, May 4-6. Secretary, E. 
R. Komarek, 301 Granite Exchange 
Bldg., St. Cloud. 


National Osteopathic Child Health 
Conference, Municipal Auditorium, Kan- 
sas City, Mo., April 17-19. Executive 
Secretary, Stan J. Sulkowski, 409 Scarritt 
Arcade, 819 Walnut St., Kansas City 6. 


New Jersey, clinical conference, Cher- 
ry Hill Inn, Delaware Township, Septem- 
ber 24. Executive Secretary, Mr. R. P. 
Chapman, 1212 Stuyvesant Ave., Tren- 
ton 8. 


New Mexico, annual meeting, Milton 
Hall, New Mexico State University, Las 
Cruces, April 13-15. Program Chairman, 
Lory Baker, 400 N. Church St., Las 
Cruces. Executive Secretary, Mr. L. 
Thomas Christison, P. O. Box 696, Al- 
buquerque. 


North Dakota, annual meeting, Gardner 
Hotel, Fargo, April 29-30. Program Chair- 
man, Georgianna Pfeiffer, 8 S. Terrace, 
Fargo. 


North Carolina, annual meeting and 
refresher course, Battery Park Hotel, 
Asheville, October 26-28. Program Chair- 
man, Joseph H. Huff, Box 1177, Burling- 
ton. Secretary, Walter C. Eldrett, 310 S. 
Main St., Hendersonville. 


Ohio, annual meeting, Neil House, Co- 
lumbus, May 7-10. Program Chairman, 
Paul J. Keckley, 2637 Sullivant Ave., Co- 
lumbus 4. Executive Secretary, Mr. Wil- 
liam S. Konold, 53 W. Third Ave., Co- 
lumbus 1. 


Ontario, annual meeting, Park Hotel, 
Niagara Falls, May 1-3. Program Chair- 
man, M. Paul Christianson, 901-02 Pigott 
Bldg., Hamilton. Secretary, William K. 
Church, 78 Matchedash St., N., Orvillia. 


Oregon, annual meeting, Eugene Hotel, 
Eugene, June 12-14. Program Chairman, 
D. B. Bond, 290 E. 15th, Eugene. Secre- 
tary, David E. Reid, Box 277, Lebanon. 


Osteopathic College of Ophthalmolo- 
gists and Otorhinolaryngologists, annual 
meeting, Americana Hotel, Bal Harbour, 
Fla., September 26-28. Executive Secre- 
tary, Arthur A. Martin, Box 222, Kirks- 
ville, Mo. 


Pennsylvania, annual meeting, Benja- 
min Franklin Hotel, Philadelphia, May 
17-20. Midyear refresher course, Hotel 
Hershey, Hershey. October 13-15. Execu- 
tive Secretary, Mr. Thomas M. Fogarty, 
1941 Market St., Harrisburg. 


South Dakota, annual meeting, Lawler 
Hotel, Mitchell, May 7-8. Secretary, Earl 
W. Hewlett, 417 W. 27th St., Sioux Falls. 


Tennessee, annual meeting, Hotel Pat- 
ten, Chattanooga, April 30-May 3. Pro- 
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High-concentration topical salicylate-menthol therapy 
(BEN-GAY) offers safe, penetrating relief of painful 
joints and muscles resulting from overexertion. 


New, objective evidence: 


A double-blind study has reaffirmed 
the exceptional efficacy and safety of 
conservative, local treatment of 
chronic rheumatic disorders with 
BEN-GaAy® (BAUME BENGUE), a high- 
concentration salicylate-menthol 
compound. 


The local and systemic effects of 
Ben-Gay were evaluated by entirely 
objective methods in 211 subjects of 
both sexes suffering from various 
types of chronic arthritis, bursitis, 
neuralgia, myalgia and lumbago. 
Changes in range of joint motion 
were determined by goniometer and 
by flexion. Topical application of 
Ben-Gay measurably improved artic- 
ular function in 94% when physical 
therapy was also used, and in 61% 
without adjunctive treatment. Effi- 
cient absorption of salicylate through 
the skin was indicated by an average 
urinary excretion of 15 mg. in 24 
hours. No ill effects were reported 
or observed. 


Benefits of Topical Salicylate 


in chronic rheumatic disease 


Menthol-induced hyperemia plus high local concen- 
tration of salicylate has been recently rediscovered 
as one of the safest and most promptly effective 
remedies for rheumatoid discomfort due to exposure. 


This controlled study offers new evi- 
dence of the efficacy and safety of 
local treatment of chronic rheumatic 
disease with BEN-Gay, one of the 
safest and most reliable formulae at 
the physician’s disposal. BEN-Gay is 
available in two strengths, Regular and 
Children’s. THos. LEEMING & Co., INC., 
155 East 44th St., New York 17, N.Y. 


1Brusch, C.A., etal. : Md. State Med. J. ; 5:36, 1956. 


| More efficient salicylate penetra- 
tion of treated area and quicker 

relief of pain is now made pos- 
| sible by the water-washabi 
| GREASELESS-STAINLESS BEN-GAY. 1 
2 


gram Chairman, Martin R. Caldwell, 
Soddy. Secretary, Paul Grayson Smith, 
Pikeville. 


Texas, annual meeting, The Granada 
Hotel, San Antonio, May 4-6. Program 
Chairman, Clifford E. Dickey, 4021 E. 
Belknap, Ft. Worth 11. Executive Secre- 
tary, Phil R. Russell, 512 Bailey St., Ft. 
Worth 7. 


Vermont, annual meeting, in the Man- 
chester area, September 27-28. Program 
Chairman, Mason B. Bamey, Box 336, 
Manchester Center. Clerk, Marian N. 
Rice, 8 Court St., Windsor. 


Virginia, annual meeting, Williams- 


burg Lodge, Williamsburg, May 25-28. 
Program Chairman, Harold A. Blood, 
228 N. Columbia St., Alexandria. Secre- 
tary, Henry S. Liebert, Jr., 3514 Grove 


. Ave., Richmond 21. 


West Virginia, annual meeting, Hotel 
Pritchard, Huntington, May 20-23. Pro- 
gram Chairman, Hoy E. Eakle, Summer- 
ville. Executive Secretary, Mr. Gilbert D. 
Brooks, 313 Berman Bldg., Charleston 1. 


Wisconsin, annual meeting, Cerami’s 
Resort, Burlington, May 21-23. Program 
Chairman, James W. Stout, Stout Clinic, 
322 Vine St., Hudson. Executive Secre- 
tary, Mr. Wayne A. Reif, 132 W. Mount 
Royal Rd., Milwaukee 17. 
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feel better- 
the 
ven 
‘hypochondriac” | first day's 
patients: dose! 


here’s why: Each day’s dose of Alertonic (3 tablespoonfuls) contains: 


a mild psychic stimulant: Merasran (pipradrol) 
Hydrochloride, 2 mg. 

abundant vitamins & minerals: Vitamin B; (Thia- 
mine Hydrochloride), 10 mg.; Vitamin B, (Riboflavin), 
5 mg.; Vitamin B. (Pyridoxine Hydrochloride), 1 mg.; 
Niacinamide, 50 mg.; Choline, 100 mg.; Inositol, 100 mg.; 
Iodine (as Potassium Iodide), 1 mg.; Calcium Glycerophos- 
phate, 100 mg. and one milligram of each of the following: 
cobalt, manganese, magnesium, zinc, molybdenum. 


in a rich 15% alcohol base 
Dosage: One tablespoonful t.i.d. 30 minutes before meals. 


Supplied: Pint bottles, on B only. 
To date more than 30 million doses have been prescribed. 


THE WM. S. MERRELL COMPANY 
CINCINNATI, OHIO * ST. THOMAS, ONTARIO 
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How 

do 
Filmtab* 
coated 
vitamins 
stack 
up? 


Up until the moment we put the coatings on the Optilets® be- 
low, the tablets were all the same. Now, consider the differences. 

The column on the left contains 125 Optilets with a con- 
ventional sugar coating. 

The column on the right—125 Optilets with a Filmtab 
coating. 

How do they stack up? 

Well it’s easy to see that the column on the right is much 
shorter. That’s because the Filmtab coating cuts tablet bulk 
up to 30%. The result is a small, streamlined vitamin that’s 
easy to swallow—the most compact tablet of its kind. 

And when it comes to protecting potency (the main function 
of a coating), the Filmtab is in a class by itself. Sugar coatings, 
by their very nature, are aqueous solutions. Yet every measure 
must be taken to keep moisture out of the vital tablet core, 
necessitating ‘‘seal’’ coats which also increase bulk. The Filmtab 
operation, on the other hand, is essentially an anhydrous 
procedure. Seal coats are neither used nor needed. The chances 
of moisture being trapped inside the tablet are infinitesimal. 

No chipping or breaking, no vitamin tastes 
or odors, no wasted vitamins—thanks to the 
- Filmtab coating. 

Only the Abbott Filmtab offers so much in ABBOTT 
so little. 


Filmtab—Film-sealed Tablets, Abbott. 
© 1960, ABBOTT LABORATORIES 101031A 
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Abbott 
Vitamins 
Stay 

On the 
Table 


MAINTENANCE FORMULAS 


DAYTEENS"™ To help insure optiomal nutrition 
in growing teenagers 
Each Filmtab® represents: 


(5000 units) 1.5 mg. 
(1000 units) 25 mcg. 
Thiamine Mononitrate (B1)................ 2 mg. 
Pyridoxine Hydrochloride................ 0.5 mg. 
Cobalamin (Vitamin Bi2)............ ... 2 mcg. 
Calcium Pantothenate..................... 5 mg. 
Copper (as sulfate).................... 0.15 mg. 
lodine (as calcium iodate).............. 0.1 mg. 
Manganese (as sulfate)................ 0.05 mg. 
Magnesium (as oxide)................. 0.15 mg. 
Calcium (as phosphate)................ 250 mg. 
Phosphorus (as calcium phosphate).... 193 mg. 


In table bottles of 100, bottles of 250 & 1000 


DAYALETS® Extra-potent maintenance formu- 
las, ideal for the nutritionally run-down" 


Each Filmtab® represents: 


3 mg. (10,000 units) 
Thiamine Mononitrate.................... 5 mg. 
25 mg 
Pyridoxine Hydrochloride................. 2mg. 
Cobalamin (Vitamin Bi2)................ 2 mcg. 
Calcium Pantothenate..................... 5 mg. 


In table bottles of 100, bottles of 50, 250 & 1000 


DAYALETS-M® Each Filmtab represents all the 
vitamins of Dayalets plus the following: 


lodine (as calcium iodate)............. 0.15 mg. 
Manganese (as sulfate).................... 1 mg. 
Magnesium (as 5 mg. 
1.5 mg. 
Molybdenum (as sodium molybdate).... 0.2 mg. 


In table bottles of 100 & 250, bottles of 1000 


...1n attractive daily-reminder table-bottles 


THERAPEUTIC FORMULAS 


OPTILETS® Therapeutic formulas for more 
severe deficiencies—ililness, infection, etc. 


Each Filmtab® represents: 


7.5 mg.(25,000 units) 
25 mcg. (1000 units) 
Thiamine Hydrochloride................. 10 mg. 
100 mg 
Pyridoxine Hydrochloride................. 5 mg. 
Cobalamin (Vitamin Biz) ............... 6 mcg. 
Calcium Pantothenate............. 20 mg. 


In table bottles of 30 & 100, Dotties of 1000 


OPTILETS-M® Each Filmtab represents all the 
vitamins of Optilets plus the following: 


lodine (as calcium iodate)............. 0.15 mg. 
Manganese (as sulfate).................... 1 mg. 
Magnesium (as 5 mg. 
Molybdenum (as sodium molybdate). ... 0.2 mg. 


In table bottles of 30 & 100, bottles of 1000 


SUR-BEX® WITH C Therapeutic B-complex 
with C, for convalescence, stress, post-surgery. 


Each Filmtab® represents: 

Thiamine Mononitrate..................... 6 mg. 
Pyridoxine Hydrochloride.............. 2.5 mg. 
Cobalamin (Vitamin Bi2)................ 2 mcg. 
Calcium Pantothenate. .................. 10 mg. 
Desiccated Liver, N.F............cccc00- 150 mg. 
Liver Fraction 2, NAF... 150 mg. 
Brewer's Yeast Dried................... 150 mg. 


In table bottles of 60, bottles of 100, 500 & 1000 


ABBOTT 


TABLE BOTTLES AT NO EXTRA COST 


VITAMINS BY ABBOTT 


@FILMTAB— FILM-SEALED TABLETS, ABBOTT TM—TRADEMARK 


©1960, ABBOTT LABORATORIES 1010318 
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State and 


national boards 


Alabama basic science examinations 
May 30-31. Address Mrs. Maxine F. Mc- 
Cool, secretary, State Board of Examin- 
ers in the Basic Sciences, 1919 7th Ave., 
So., Birmingham 3. 


Arizona Those interested in pro- 


fessional examinations should contact - 


Russell Peterson, D.O., secretary, Osteo- 
pathic Board of Registration and Exam- 
ination in Medicine and Surgery, 2747 
E. McDowell Rd., Phoenix 22. 

Basic science examinations March 21 
at the University of Arizona, Tucson. 
Address Millard G. Seeley, Ph.D., secre- 
tary-treasurer, Board of Examiners in 
the Basic Sciences, University of Arizona, 
Tucson. 


Arkansas basic science examina- 
tions April 20-21. Address Mr. A. W. 
Ford, Commissioner, Department of Edu- 
cation, Little Rock. 


Colorado examinations in June. Ad- 
dress Miss Mary M. McConnell, exec- 
utive secretary, State Board of Medical 
Examiners, 715 Republic Bldg., Den- 
ver 2. 

Basic science examinations in May. 
Address Esther B. Starks, D.O., secre- 
tary, Basic Science Board, 1459 Ogden 
St., Denver 18. 


Connecticut basic science examina- 
tions June 10. Address Miss M. G. Rey- 
nolds, executive assistant, State Board 
of Healing Arts, 110 Whitney Ave., New 
Haven 10. 


District of Columbia examinations 
June 12-13. Address Mr. Paul Foley, 
deputy director, Department of Occupa- 
tions and Professions, 1740 Massachu- 
setts Ave., N. W., Washington 6. D. C. 

Basic science examinations in April. 
Address Mr. Foley. 


Florida examinations in June. Ad- 
dress Thomas F. Sheffer, D.O., secretary, 
Board of Osteopathic Examiners, Las 
Olas Hospital, 1516 E. Las Olas Blvd., 
Ft. Lauderdale. 


Hawaii For information on exam- 
ination dates write to Richard Y. Kodama, 
D.O., secretary, Board of . Osteopathic 
Examiners, 826 Keeaumoku St., Hono- 
lulu 14. 


Idaho examinations June 8. Ad- 
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NOW... 
uncommo 
Felief 
for the 


BURROUGHS Codeine 


provide total therapy 


nasal decongestant - antihistaminic 4 


aches - fever - pain - respiratory tra 3 

congestion 

Dosage: Adults and older children: One or two 

tablets t.i.d. as required. Children 6 to 12 years 

of age: One tablet t.id. as required. Z 

Supplied: Bottles of 100 and 1000. 

Each orange and yellow layered tablet contains: - 
~ ‘Sudafed’® brand Pseudoephedrine Hydrochloride. 20 mg. 
‘Perazil’® brand Chlorcyclitine Hydrochloride... 15mg. 
Acetophenetidin 
Aspirin (Acetylsalicylie Acid) 


Cet piete iiterature bie on recut 


common 


cold 


dress Mrs. Nan K. Wood, director, Oc- 
cupational License Bureau, Department 
of Law Enforcement, State House, Boise. 


Illinois examinations in April. Ap- 
plications must be filed by the middle 
of March. Address Mr. Frederic B. 
Selcke, superintendent, Department of 
Registration and Education, Capitol 
Bldg., Springfield. 


Indiana examinations in June. Ad- 
dress Miss Ruth V. Kirk, executive sec- 
retary, Board of Medical Registration 
and Examination, 538 Knights of Pythias 
Bldg., Indianapolis 4. 


Iowa examinations in May. Appli- 


cations must be filed 15 days prior to 
examination. Address Mr. Herman W. 
Walter, assistant secretary, Board of 
Osteopathic Examiners, 519-20 Insurance 
Exchange Bldg., Des Moines. 

Basic science examinations April 11 at 
the Capitol Building, Des Moines. Ad- 
dress Elmer W. Hertel, Ph.D., secretary, 
Board of Basic Science Examiners, Wart- 
burg College, Waverly. 


Kansas examinations during first 2 
weeks in June. Address Francis J. Nash, 
M.D., secretary, State Board of Healing 
Arts, New Brotherhood Bldg., Kansas 
City, Kans. 

Kentucky examinations in June. 
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Cumulative Index to The Journal of the 3 0 W ava ; a e 
A.0.A., Volumes 1 through 55, page 5 = 
Union List of Osteopathic Books Held 


the first 50-year 
| Cumulative Index 
and Union List 


A practical and long-needed aid to the osteopathic physician, student, historian, and fesearch worker, 


the Cumulative Index lists original articles and editorials published in The Journal of the American 
Osteopathic Association from September, 1901, to August, 1956. The Union List includes titles and 
authors of the books concerned with osteopathic medicine and dooks written by members of the 


osteopathic profession, which are in the libraries of the osteopathic colleges and the A.0:A; 


The price is *5.00. This low price has been made possible by the contribution from The Foundation 


for Research of the New York Academy of Osteopathy toward the cost of production. 


Send your order to the American Osteopathi¢ Association, 212 East Ohio Street, Chicago 11, illinois 
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poldine methylsulfate 


in PEPTIC ULCER/HYPERCHLORBYDRIA 
suppresses gastric acid secretion at the parietal cell fevel 


— 


 qaecreases gastrointestinal spasm anda 


NACTON®... Has been shown to suppress gastric acid secretion for as long as 8 to 9 
hours.! ‘‘...reduces the total output of gastric HCl by about 60%.””? 


Decreases hypermotility of stomach and bowel.*’ 
Aids healing of peptic ulcer.*® 
Unusually low incidence of side effects,*? | 


NACTON TABLETS...4 mg. 

Average effective dose: 

4 mg. three or four times daily 
Typical gastric secretory gland. 
A—chief cell (pepsin-producing). 
B—parietal cell (acid-producing). 
NACTON effectively inhibits gastric 
acid production by the parietal cells. 


References: 

1. Douthwaite, A. H., and Hunt, J. N.: Effect of ‘‘Nacton"’ in Patients with Duodenal Ulcer, Brit. Med.J. 1:1030-1034 (May 3) 1958. 2. Douthwaite, A. H.: The Development of the Treatment of Duodenal 
Ulcer, Proc. Roy. Soc. Med. 51:1063-1068 (Dec.) 1958. 3. Steigmann, F.: The Problems of Side Effects in Anticholinergic Therapy, to be published. 4. Grossman, M. |., and Tuttle, S. G.: Clinical 
Report to McNeil Laboratories. 5. Texter, E. C.: Clinical Report to McNeil Laboratories. 6. Cayer, D., and co-workers: Clinical Report to McNeil Laboratories. 7. Lorber, S. H.: Clinical Report to 


McNeil Laboratories. 8. Walker, G. F.: Therapeutics; Gastric Sedatives, Brit. J. Clin. Pract. 13:362 (May) 1959. 9. Douthwaite, A. H., Hunt, J. N., and MacDonald, |.: A Long-Acting Inaibitor of 
Gastric Secretion, Brit. Med. J. 2:275-276 (Aug. 3) 1957. 


{ Mc NE IL] McNell Laboratories, Inc. « Philadelphia 32, Pa. 
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In relief of pain associated with dysmenorrhea, premenstrual ten- 
sion headache and postpartum pain, “an effective, convenient 
agent ... not limited by the precautions necessary 
when administering narcotics.” 


/Poor 10" 13.33% 


oor : 


Severe Dysmenorrhea' Premenstrual Tension Postpartum Pain‘ 
75 patients placed Headache! 100 patients placed on 100 patients placed on 
on Analexin 50 patients placed a combination of Analexin, codeine sulfate, 32.5 mg., 
200 mg. tablets. on Analexin 200 mg., and aspirin, 325 mg. and aspirin, 650 mg. 
ted pelvic pathol 200 mg. tablets. 


Analexin® for relief of pain. Each tablet contains phenyramidol HCI, 200 mg. 

DOSAGE: Generally, 1 or 2 tablets every 4 hours. For Dysmenorrhea—2 tablets at onset 
of pain, then 1 tablet every 2 to 4 hours. 

Analexin-AF® for relief of postpartum pain or pain conditions complicated by inflamma- 
tion and/or fever. 

Each tablet contains phenyramidol HCI, 100 mg.; and aluminum aspirin, 300 mg. 
DOSAGE: 2 tablets every 4 hours or as required. 


IRWIN, NEISLER & CO. DECATUR, ILLINOIS 
1. Wainer, A. S.: Clin. Med. 7:2331, 1960, 


1 
i} 
| 
| 
A-90 


Address Mrs. Ray Wunderlich, director, 
Medical Licensure and Registration, State 
Board of Health, 275 E. Main St., Frank- 
fort. 


Maine examinations June 13-14. 
Address George Frederick Noel, D.O., 
secretary, Board of Osteopathic Exami- 
nation and Registration, 20 Monument 
$q., Dover-Foxcroft. 


Maryland examinations in June. 
Address Christopher L. Ginn, D.O., sec- 
retary, Board of Osteopathic Examiners, 
19 W. Mulberry St., Baltimore 1. 


Michigan basic science examina- 
tions in May. Address Mrs. Anne Baker, 
secretary, State Board of Examiners in 
the Basic Sciences, 116 Mason Bldg., 
Lansing. 


Minnesota basic science examina- 
tions April 4 at the University of Min- 
nesota, Minneapolis. Address Raymond 
N. Bieter, M.D., 
Board of Examiners in the Basic Sciences, 
105 Millard Hall, University of Min- 
nesota, Minneapolis 14. 


Mississippi examinations in June. 
Address R. N. Whitfield, M.D., assistant 
secretary, Board of Health, Jackson 5. 


Missouri examinations in May. Ad- 
dress Mr. John A. Hailey, executive sec- 
retary, Board of Registration for the 
Healing Arts, P. O. Box 4, Jefferson 
City. 


Nebraska basic science examina- 
tions May 2-3. Address Mr. R. K. Kirk- 
man, director, Bureau of Examining 
Boards, Department of Health, State 
Capitol Bldg., Lincoln 9. 


Nevada examinations in June. Ad- 
dress John H. Pasek, D.O., secretary, 
Board of Osteopathic Examiners, 205-19 
First National Bank Bldg., Minden. 

Basic science examinations April 4. 
Address Kenneth C. Kemp, Ph.D., sec- 
retary, Board of Examiners in the Basic 
Sciences, Box 9355, University of Ne- 
vada, Reno. 


New Mexico examinations June 15. 
Address L. D. Barbour, D.O., secretary, 
Board of Osteopathic Examination and 
Registration, Box 710, Roswell. 

Basic science examinations April 16. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, Box 1522, Santa Fe. 


New York examinations in June. 
Address Dr. John W. Paige, chief, Bu- 
reau of Professional Examinations and 
Registrations, 23 S. Pearl St., Albany. 


Ohio examinations in June. Appli- 
cations must be filed 2 weeks prior to 
examinations. Address H. M. Platter, 
M.D., secretary, State Medical Board, 21 
W. Broad St., Columbus 15. 


JOURNAL A.O.A., VOL. 60, MARCH 1961 
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L. A.* FORMULA* 


in ORANGE JUICE 
or other citrus juices 
MILK 


in 
So pleasant tasting 


in WATER 
easy to take 


the truly palatable 


bowel NORMALIZER 


to provide your patients with the smooth 
bulk so essential to normal bowel function 


L. A. FORMULA substitutes a moist smooth bulk for the 
fibrous, irritating bulk of uncertain consistency which re- 
sults from the average diet. L. A. FORMULA disperses. 
intimately with the intestinal contents to form a softly com- 


pact, well-formed stool of normal consistency which clears 
the rectum completely and easily. 


*Abbreviation for the Latin “Levis Amplitudo”, meaning smooth bulk. 
*Refined psyllium hydrophilic mucilloid with lactose and dextrose. 


7-8. Address Mr. Thomas B. Casey, 
Administrator of Professional Regulation, 
366 State Office Bldg., Providence. 

Basic science examinations May 10. 
Address Mr. Casey. 


South Carolina examinations June 
20. Address Ernest A. Johnson, D.O., 
secretary, Board of Osteopathic Exam- 
iners, Box 525, Summerville. 


South Dakota basic science exami- 
nations first week in June. Applications 
must be filed 2 weeks prior to examina- 
tions. Address Gregg M. Evans, Ph.D., 
secretary, Basic Science Board, Box 506, 
Yankton. 


SAMPLES AVAILABLE PROMPTLY UPON REQUEST 
| 
| Your Patients sade by BURTON, PARSONS & COMPANY, Since 1932 
| will appreciate | Originators of Fine Hydrophilic Colloids 
| the modest cost! Washington 9, D. C. 
Rhode Island examinations April Tennessee basic science examina- 


tions given every 3 months. Address O. 
W. Hyman, M.D., secretary, Board of 
Basic Science Examiners, 62 S. Dunlap, 
Memphis 3. 


Texas examinations June 12-14, 
Texas Hotel, Fort Worth. Applications 
must be filed 30 days in advance. Ap- 
plications for reciprocity will also be 
considered and must be filed 60 days in 
advance. Address H. M. Crabb, M.D., 
secretary, Board of Medical Examiners, 
1714 Medical Arts Bldg., Fort Worth 2. 

Basic science examinations April 14-15 
at Austin, Galveston, Houston, and Dal- 
las. Applications must be filed by April 
1. Address Mrs. Maria P. Hathaway, 
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LUMBO- 
SACRAL 
SUPPORTS 


helpful in treatment of 
injuries, postural or 
occupational strain and 
certain other diseased 
conditions of the low back 


S. H. Camp & Company, Jackson, Michigan 
S$. H. Camp & Company of Canada, Ltd., Trenton, Ontario 


Camp orthopedic supports for men 
and women play an important part in 
the conservative treatment of one of 
the most vulnerable portions of the 
spine—the lumbosacral joint. These 
supports are scientifically designed to 
give a secure fit to the pelvic girdle, 
the upper lumbar and low dorsal 
spine, including the entire abdomen 
in front, thus giving maximum lumbar 
spine support with greatest patient 
comfort. By curving in and under the 
gluteal region, the garment is anchored 
and tension on these muscles and their 
attachments is relieved. Supports are 
firmly. boned in the back and may be 
reinforced with pliable steels, Camp 
spinal brace, or a Cook Shingle. In 
addition any lumbosacral support with 
the new Camp Dorso Taylor insert 
may be easily converted into support 
for the dorso spine. 


secretary, Board of Examiners in the 
Basic Sciences, Room 1012, State Office 
Bldg., 201 E. 14th St., Austin. 


Utah examinations third week in 
June. Applications must be filed 10 days 
in advance. Address Mr. Frank E. Lees, 
director, Registration Division, Depart- 
ment of Business Regulation, State Capi- 
tol, Salt Lake City 14. 


Vermont 
dress Charles D. Beale, D.O., secretary, 
State Board of Osteopathic Examination 
and Registration, Mead Bldg., Rutland, 

Virginia examinations in June. Ad- 
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examinations in June. Ad- 


dress Russell Cox, M.D., secretary, Board 
of Medical Examiners, 505 Washington 
St., Portsmouth. 


West Virginia examinations in 
June. Address Donald C. Newell, D.O., 
secretary, Board of Osteopathy, 137% 
Main St., Oak Hill. 


Wisconsin examinations in April at 
Madison. Applications must be filed 2 
weeks prior to examinations. Address 
Thomas W. Tormey, Jr., M.D., secretary, 
State Board of Medical Examiners, Room 
28, 115 So. Pinckney St., Madison 2. 

Basic science examinations April 8, 
Room 145, Birge Hall, University of 


Wisconsin, Madison. Applications 
be filed by March 30. Address W, 
Barber, D.Sc., secretary, Board of Exams 
iners in the Basic Sciences, 621 Ransom 
St., Ripon. 


British Columbia examination 
June. Applications must be filed 90 dayg 
prior to examinations. Address Lyng 
Gunn, M.D., registrar, Council of Cok 
lege of Physicians and Surgeons, 1807 
W. 10th Ave., Vancouver 9. 


Ontario examinations in June, Ade 
dress D. Gordon Campbell, D.O., secres 
tary, Board of Directors of Osteopathy, 
2 Bloor St., E., Toronto 2. 


Saskatchewan professional and 
basic science examinations at Saskatoon 
in June. Address Anna Northup-Little, 
D.O., 2228 Albert St., Regina. 


Examination 
by National Board 


The National Board of Examiners for Os- 
teopathic Physicians and Surgeons, Ine. 
conducts Parts I and II of its examina- 
tions on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary of the 
Board or the dean of the college, and the 
completed application blank, together 
with check for the part to be taken, must 
be in the secretary’s office by the No- 
vember 1 or April 1 preceding the ex- 
amination. 

Examinations in Part I consist of anat- 
omy, including histology and embryol- 
ogy; physiology; physiological chemistry; 
general pathology; and bacteriology, in- 
cluding parasitology and immunology. 

Part II consists of examinations in sur- 
gery, including applied anatomy, surgical 
pathology, and surgical specialties, neu- 
rology and psychiatry; public health, in- 
cluding hygiene; medical jurisprudence; 
obstetrics and gynecology; pediatrics; os- 
teopathic principles, therapeutics, includ- 
ing pharmacology and materia media. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part HI are: 
anatomy; physiology; pathology; osteo- 
pathic principles, therapeutics and_ phar- 
macology; surgery; ophthalmology and 
otorhinolaryngology; obstetrics and gyne- 
cology; physical and clinical diagnosis; 
public health and communicable diseases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first six months of a 
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cough and symptoms 
in 1s 20 minutes # effective for 6 hours or 
longer = promotes expectoration # rarely 
. cher, -flavored 
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— UGH THERAPY 
cough sedative , 3 


“Confidence” is a word of great importance in the healing 
arts, as every doctor well knows. Both the doctor’s con- 
fidence in his own ability and the patient’s confidence in 
the doctor are essential to the physician’s effectiveness. 


One of the best tools for building confidence is 
understanding. The patient who understands the training 
which his osteopathic doctor has received and who is 
familiar with the standards of practice and hospital care 
which the osteopathic profession maintains will have 
confidence in the health care which he receives. 


HEALTH magazine, published by the American 
Osteopathic Association, is an excellent vehicle for pro- 
viding this understanding. HEALTH is written for the 
layman and provides him with the information he seeks 
about disease, modern health care techniques and new 
scientific developments. 


HEALTH explains the essential facts about the 
osteopathic profession—its colleges, hospitals, specialties 
and research programs. HEALTH is a friendly, in- 
formative and accurate link between the osteopathic 
profession and the interested layman. 


_Cost for each copy, including envelope, is 10c. 


Forward your /ist of recipients. 


AMERICAN OSTEOPATHIC ASSOCIATION 
212 EAST OHIO STREET 
CHICAGO 11, ILLINOIS 
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The value of EQuaANIL in relaxing mind and muscle has been amply demonstrated. Almost 1,000 pub- 
lished articles testify to its effectiveness. 


EQuaNI_ is indicated for patients displaying mild to moderate emotional and physical difficulties, which 
are expressed as: 

e simple anxiety 

e a symptom complex accompanying medical disorders and surgical procedures 

e muscle spasm, as in musculoskeletal disorders such as rheumatic conditions 


EQUANIL does not produce extrapyramidal symptoms or ataxia. Drowsiness occurs but occasionally; 
allergic reactions are rare. Mental or physical acuity is not significantly affected. 
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Detailed Information on 


EQUANIL*® 


Meprobamate, Wyeth 


Equaniz has been proved effective as a skeletal muscle relaxant 
and in the management of anxiety and tension occurring either alone 
or as an accompanying symptom complex to medical disorders. 
Although not a hypnotic, Equani fosters normal sleep through 
both its antianxiety and muscle-relaxant properties. 


EQuanlit is beneficial in relieving anxiety and emotional stress in the 
psychosomatic disorders—allergy, dermatoses, cardiovascular and 
hypertensive disease, gastrointestinal disorders, and tension headache. 


Directions: Initial and usual adult dose of Equant. is 400 mg., 
given 3 or 4 times daily. This will usually be sufficient in the manage- 
ment of simple anxiety and tension or, adjunctively, in anxiety 
and tension complicating medical disorders and surgical procedures. 
Doses above 2400 mg. daily are not recommended, even though 
higher doses have been used by some investigators. Elderly patients 
usually tolerate EQUANIL well. 


In children 3 years of age and older, the initial dosage is 100 to 200 mg. 
2 or 3 times a day. Dosage may be increased as necessary, daily 
dosages of 2.4 Gm. being well tolerated by older children. Infants 
with cerebral palsy have been given EquaNniL from 3 months of age 
in daily doses of 125 to 400 mg. 


: Careful supervision of dose and amount prescribed is 
advised, especially for patients with a known propensity for taking 
excessive quantities of drugs. Excessive and prolonged use in sus- 
ceptible persons (alcoholics, former addicts, and other severe 
psychoneurotics) has been reported to result in dependence on the 
drug. Where excessive dosage has been continued for weeks or 
months, dosage should be reduced gradually rather than abruptly, 
since withdrawal of a “crutch” may precipitate withdrawal reac- 
tions of greater proportions than those for which the drug was 
originally prescribed. Abrupt discontinuance of doses in excess of 
the recommended dose has occasionally resulted in epileptiform 
seizures. 


Precautions: Serious side effects have rarely been encountered 
following the administration of Equanit. Drowsiness may occur, 
particularly early in the course of Equanit therapy, but, as a rule, 
disappears as therapy is continued. Should drowsiness persist, it can 
usually be controlled by decreasing the dose; occasionally it may x 
desirable to administer central stimulants such as am 
mephentermine sulfate (WyYAMINE® Sulfate, Wyeth), 
with EQuaniL. 


The only serious side effects reported to attend use of meprobamate 
are rarely encountered allergic reactions. Such response is developed, 
asa rule, in patients who have had only I to 4 doses of meprobamate 
and have not had previous contact with the drug. Previous history 
of allergy does not appear to be related to the incidence of reactions. 


Mild reactions are characterized by an itchy urticarial or erythema- 
tous, maculopapular rash, which may be generalized or confined to 
the groins. Acute nonthrombocytopenic purpura with cutaneous 
petechiae, ecchymoses, peripheral edema and fever have also been 
reported. 


More severe cases, observed only very rarely, may also have fever, 
fainting spells, angioneurotic edema and bronchial spasms. Treat- 
ment consists of the administration of epinephrine, antihistamine 
and, possibly, hydrocortisone. EQUANIL should be stopped and 
reinstitution of therapy should not be attempted. 


For further information on prescribing and administering EQUANIL, 
see descriptive literature, available on request. 


Wyeth Laboratories _ Philadelphia 1, Pa. 
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For the physician in everyday practice, PROZINE often aids the management of moderate to moderately 
severe emotional problems resulting in anxiety expressed as: 


somatic disorders such as headache, vertigo, nausea and vomiting, muscle spasm, insomnia 
secondary reactions to acute or chronic organic disease 

moderate to severe psychoneuroses 

abnormal behavior in children, adolescents, and agitated senile patients 

mild psychoses 


PROZINE reduces motor excitability as well as apprehension, agitation, anxiety and tension. 
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Detailed Information on 


PROZINE® 


Meprobamate and Promazine Hydrochloride, Wyeth 


PROZINE is indicated in the management of moderate to 
moderately severe emotional problems, resulting in 
anxiety, expressed as: somatic disorders (headache, 
vertigo, muscle spasm, insomnia, nausea and vomiting); 
secondary reactions to acute or chronic organic diséase; 
moderate to severe psychoneuroses; abnormal behavior in 
children, adolescents, agitated senile patients; and mild 
psychoses. The dose required for the patient suffering 
midrange emotional problems is sufficiently low so that 
the incidence of side effects and toxicity reactions is 
minimal. 


Directions: The usual dosage is 1 or 2 capsules, 3 or 4 
times daily. For nighttime sedation, 2 capsules. If 
drowsiness is troublesome in the first 72 hours of treat- 
ment, a reduction of dosage to 1 capsule, 2 or 3 times a 
day may be indicated. Promazine enhances analgesics 
and central nervous system depressants, and such agents, 
when required, should be given in reduced doses. - 


Precautions: The incidence of agranulocytosis with pro- 
mazine is less than 0.001%, and usually has been ob- 
served only in patients who have taken high doses of 
promazine for prolonged periods. However, symptoms 
of fever and sore throat should be reported and diag- 
nosis confirmed by white blood cell count and differ- 
ential smears. Intermittent hematological examinations 
should be made on all patients taking Prozine for 
prolonged periods. Excessive and prolonged use of 
meprobamate in susceptible persons (alcoholics, former 
addicts, and other severe psychoneurotics) has been 
reported to result in dependence on the drug. In such 
cases, reduce dosage gradually to avoid withdrawal 
reactions and possible epileptiform seizures. Gross over- 
dosage of PRozINE may result in hypotension. When a 
sympathomimetic agent is indicated, norepinephrine is 
recommended, since promazine reverses the effect of 
epinephrine. In cases of allergic reactions, PROZINE 
should be discontinued. It has been reported that 
patients may develop hepatic dysfunction when taking 
promazine if chlorpromazine had previously been given. 
This reaction may occur even though not evident during 
chlorpromazine therapy. Seizures, reported as occurring 
during promazine therapy, occur usually only with rapid 
large increases in dose to levels greater than 1 Gm. daily, 
or when the patient has a history of epilepsy inadequately 
controlled with anticonvulsant therapy. 


Contraindications: Do not use PROZINE in comatose 
states caused by alcohol, barbiturates, opiates, etc., or 
when a drop in blood pressure is undesirable. 


For further information on prescribing and administering 
PROZINE, see descriptive literature, available on request. 


Wyeth Laboratories Philadelphia 1, Pa, 
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SPARINE quickly controls acute manifestations of severe mental and emotional disturbances; aids in 
maintenance thereafter. One of the most versatile agents at your disposal. 

e controls central nervous system excitation, allays apprehension, calms agitation 

e helps manage delirium tremens, acute hallucinosis, acute tremulousness and inebriation 

e ameliorates withdrawal symptoms of drug addiction 

e controls nausea and vomiting; useful in management of pain by enhancing analgesics 

e facilitates diagnosis and therapy in medical emergencies by allaying severe agitation and apprehension 
The most rapid control is obtained by the intramuscular or intravenous route; maintenance is usually 
by tablets or-syrup. 
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Detailed on 
SPARINE” 


HYDROCHLORIDE 
Promazine Hydrochloride, Wyeth 


SparineE effectively controls central nervous system excitation, 
allays apprehension and anxiety, calms the agitated patient and is 
a useful adjunct to the management of mental and emotional 
disturbances. It is effective in the management of alcohol-induced 
syndromes (delirium tremens, acute hallucinosis, acute tremu- 
lousness, inebriation) as well as the withdrawal symptoms of drug 
addiction. Both acute and chronic psychiatric illnesses respond to 
Sparine therapy. Sparine has been found to be useful:in the 
management of nausea and vomiting of either central nervous sys- 
tem or ype reflex origin. SraRINE effectively facilitates the 
action of analgesics and central nervous system depressants. It 
has been used as an adjunct to surgical sedation, allaying appre- . 
hension and reducing the dosage requirements for narcotics, 
analgesics and sedatives. SpARINE may be used as an aid in 
diagnostic and therapeutic regimens. Such nonspecific symptoms 
as anxiety, pain, vomiting, nausea and hiccups frequently make 
more difficult both diagnosis and therapy. of 7, disease. 
SpaRINE allays such symptoms without masking physical, 
neurological or laboratory findings. : 


Directions: For maximal therapeutic benefit the amount, route 
administration and frequency of dose should be governed by the 
severity of the condition treated and the response of the patient. 
Oral administration should be used whenever possible; parenteral 
administration should be reserved for uncooperative patients or 
when nausea and vomiting interfere with oral. administration. - 
SPARINE when used intravenously should not exceed a concentration 
of 25 mg. per ce.: injection should be given slowly. Dilute 50 mg. per 
cc. concentration with equivalent volume of physiological saline 
before I.V. use. Avoid injection around or into the wall of the vein. 
Inject only into vessels previously undamaged by multiple in- 
jections or trauma. 

In the management of acutely agitated patients, Spariwe should be 
given I.V. in initial doses of 50 to 150 mg. If the desired calming . 
effect is not apparent within 5 to 10 minutes, additional doses up 
to a total of 3C) mg. may be given. (Un the acutely inebriated pa- 
tient, the initial dose should not exceed 50 mg.) Once the desired 
effect is obtained, SpARINE may then be given I:M. or orally in 
maintenance doses of 10 to 200 mg. at four to six hour intervals. 
In less severe disturbances, initial oral therapy may be satisfactory. 
When tablet medication is unsuitable or refused, Sparine Syrup 
may be used. 
As an antiemetic, usual dose is 25 to 50 mg. repeated at four to six 
hour intervals. When oral route is not feasible, 50 mg. LV. or 1.M. 
will usually control the symptom, but oral medication should be 
initiated as soon as feasible. In medical emergencies, to allay 
apprehension and facilitate diagnosis or therapy, Sparine should 
be given I.V., I.M. or orally in 50 to 200 mg. doses. See direction . 
circular for details. Jn the eo of pain associated with 
malignancy or chronic disease, SPARINE may be administered 
orally or I.M. in 25 to 50 mg. doses repeated at four to six hour 
intervals to allow for reduced dosage of i ; 
Precautions: Although rare, drowsiness, dizziness and ies cone 
postural hypotension may occur. If a vasopressor drug is indicated, 
norepinephrine is recommended, since SPARINE reverses the effect 
of epinephrine. Agranulocytosis has been reported in only 18 cases 
in about 314 million patients. If, however, signs of cellular de- 
pression—sore throat, fever, malaise—become evident, discon- 
tinue Sparing, check white blood cell count, and: initiate anti- 
biotic and other suitable therapy if indicated. Seizures, reported 
as occurring during Sparing therapy, occur usually with rapid 
large increases in dose and at a daily dosage above 1 Gm. Caution 
must be exercised when administering SPARINE to patients with a 
history of epilepsy. There are reports in. the literature indicating 
that patients may develop jaundice and/or liver dysfunction when 
taking promazine if they have previously. taken chlorpromazine 
even though they did not show jaundice during chlorpromazine . 
therapy. Avoid ivascular extravasation or intra-arterial injec- 
—, as severe ducal irritation or inflammatory response may 
result. 
Because of its enhancing action on analgesics and central nervous 
system depressants, give them. only :im. reduced dosage with 
Sparing. Do not use in comatose states due to central nervous 
system depressants (alcohol, barbiturates, opiates, €tc.), Use with 
caution in patients with cerebral arteriosclerosis, coronary heart 
disease, or other conditions where.a drop in blood pressure may 
be undesirable. For further information on prescribing and admin- 
istering SPARINE, see descriptive literature, available on request. 


Wyeth Laboratories Philadelphia 1, Pa, 
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..with the first total anti-arthritic therapy 


More than just anti-inflammatory therapy 
alone... DELENAR stops rheumatic inflamma- 
tion, with the more active corticosteroid, 
DERONIL...and DELENAR relaxes painful 
muscle spasm with a proved muscle relaxant 
...and DELENAR quickly relieves motion-stop- 
ping pain with better tolerated aluminum aspi- 
rin...for comfortable restoration of motion.'” 


Now you can restore motion safely, surely with 
DELENAR in mild rheumatoid arthritis, early 


osteoarthritis, rheumatism, spondylitis, fibro- 
sitis, myositis, chronic fibromyositis. 
Formula: 


DeERonIL” (Dexamethasone) ......... 0.15 mg. 
lowest dosage anti-inflammatory steroid 
Orphenadrine HC 15 mg. 
proved muscle relaxant 

Aluminum Aspirin ............::.s00000 375 mg. 


fast analgesic relief of motion-stopping pain 


' { 1. Ernst, E. M.: Pennsylvania M. J. 63:708 (May) 1960. 2. Settel, E.: Clin. Med. 7:1835 (Sept.) 1960. 
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anti-inflammatory 
relaxant 
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l-year internship in a hospital approved 
for intern training. Part III is given an- 
nually. 

The National Board of Examiners will 
conduct Part III examinations April 15 
and 16, 1961, at the College of Osteo- 
pathic Physicians and Surgeons, Phila- 
delphia College of Osteopathy, Detroit 
Osteopathic Hospital, and Kansas City 
College of Osteopathy and Surgery. 

Applications for Part III must be filed 
with the secretary of the Board not later 
than March 15. 

All candidates who are now serving an 
internship may file an application for 
Part III when 6 months of the internship 
have been completed. All others eligible 
for Part III whose internship of 1 year 
has been completed may file at any time. 
All applications must reach the office 
of the secretary not less than 30 days 
prior to the examination. 

All candidates are reminded that the 
examinations must be completed within 
a period of 7 years. Candidates who 
took Part I in 1954 must take Part III in 
1961 or forfeit the right to complete the 
examinations. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the first 
2 quarters or trimesters of the sophomore 
year in an approved school. of osteop- 
athy; Part II, satisfactory completion of 
Part I and of the first two quarters or 
trimesters of the senior year in an ap- 
proved osteopathic college; Part III, sat- 
isfactory completion of Part II and at 
least 6 months of a 1-year internship ap- 
proved by the American Osteopathic As- 
sociation. 

Address all communications to Paul 
van B. Allen, D.O., secretary, 4425 N. 
Meridian St., Indianapolis 8. 


Reregistration 
of osteopathic licences 


April 1—Montana, $2.00 residents in 
active practice; $1.00 nonresidents in ac- 
tive practice. Address Warren E. Monger, 
D.O., secretary, Board of Osteopathic 
Examiners, Box 64, Dillon. 


May 1—Washington, $2.00. Address 
Mr. Thomas A. Carter, secretary, Pro- 
fessional Division, Department of Li- 
censes, Olympia. 


Before June 30—Delaware $20.00. Ad- 
dress Joseph S. McDaniel, M.D., secre- 
tary, Board of Medical Examiners, Pro- 
fessional Bldg., Dover. 


June 30—Hawaii, $5.00 residents; 
$2.00 nonresidents. Address Richard Y. 
Kodama, D.O., secretary-treasurer, Board 
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of Osteopathic Examiners, 826 Keeaumo- 
ku St., Honolulu 14. 


June 30—Missouri, $2.50. Notices for 
registration will be sent to the last known 
address the first week of June. Address 
Mr. John A. Hailey, executive secretary, 
Board of Registration for the Healing 
Arts, Box 4, Jefferson City. 


June 30—Virginia, $1.00. Address Rus- 
sell Cox, M.D., Board of Medical Exam- 
iners, 505 Washington St., Portsmouth. 


June 30—Wyoming, $2.50. Address 
James W. Sampson, M.D., secretary, 
Board of Medical Examiners, State Office 
Bldg., Cheyenne. 


Specialty board 


examinations 


Pathology examinations May 4.5 
at Detroit Osteopathic Hospital. The 
practical and oral examinations will be 
given May 4, while the written examina- 
tion will be given May 5. Address 0. 
Edwin Owen, D.O., secretary, American 
Osteopathic Board of Pathology, Youngs- 
town Osteopathic Hospital, 1319 Flor- 
encedale Ave., Youngstown 4, Ohio. 


CAPSULES 


BRINGS DOWN nigh cholesterol levels—today’s 


HOLDS DOWN 


Each LUFA capsule provides: 


Unsaturated Fatty Acids** 378 mg. 
Pyridoxine HCI(B,) 2mg. 
Choline Bitartrate 233 mg. 

dl, Methionine 110 mg. 

Inositol 40 mg. 

Desiccated Liver 87 mg. 

Vitamin B,, 1 meg. 


Vitamin E (dl,alpha-tocopheryl acetate) 3.5 1.U. 


**from specially refined safflower seed oil. 


Provides approximately 294 mg. of linoleic acid. 


| | 


Chemotherapy, 


a public health measure 


against tuberculosis 


Edward T. Blomquist, M.D.® 


The present status and future of tuber- 
culosis control in this country was con- 
sidered at the Arden House Conference 


Reprinted from Public Health Reports, Novem- 
ber 1960. 
*Dr. Blomquist is chief, Tuberculosis Branch, 


on Tuberculosis held November 29- 
December 2, 1959. All of us closely in- 
volved felt at the time that it was an 
important conference, and the attention 


Division of Special Health Services, Public 
Health Service. 


every patient with 


hypercholesterolemia 


obesity 
diabetes 


angina pectoris 

post-coronary infarction 

deserves the benefit potentials of iF 

SAFE SIMPLE ECONOMICAL a 


1. LUFA’s unsaturated fatty acids offset the atherogenic 
effects of dietary saturated (animal) fatty acids.* 


2. LUFA helps improve metabolism of cholesterol, 
lipoproteins and other lipids by promoting normal 


liver function. 


major concept in control of Atherosclerosis 


dosage: Therapeutic, 6 to 9 capsules daily, in divided 
doses. Maintenance, one capsule b.i.d. or t.i.d. 


supplied: Bottles of 100,500 and 1000 capsules. 


*Special anti-atherogenic diet sheets for patient distribu- 
tion and LUFA samples and literature on request. 


u. s. vitamin « pharmaceutical corporation 
Arlington-Funk Laboratories, division 
250 East 43rd Street, New York 17, N. Y. 


and consideration it has attracted offer 
proof that we were right. Many ideas 
and proposals have resulted from this 
conference, and there has been time for 
them to be examined critically. The ones 
that have survived are not revolutionary; 
they are practical, however, and _ this 
means a good deal. 

The following thoughts have grown 
from many conversations, discussions, 
and even arguments on how the major 
recommendation of the Arden House 
Conference can be translated into action. 
I felt obligated to summarize my ideas 
this way since time is important. It 
seems to me imperative that suggestions 
on practical steps for carrying out the 
Arden House recommendations be ad- 
vanced quickly, and to all interested in 
this field. If all of us concerned with 
tuberculosis in this country do not act 
quickly, a real opportunity will be lost. 
We must make the Arden House Confer- 
ence produce something more than words 
and justify the interest and enthusiasm 
it has engendered. 


THE PRESENT SITUATION 


Since chemotherapy came into use, 
the death rate from tuberculosis has gone 
down sharply. Although the case rate has 
also been moving downward, it has ap- 
parently been affected less by the new 
drugs. The relatively slow decline of 
case rates can be accounted for in part 
by the large proportion of tuberculosis 
cases in the United States that result 
from the breakdown of old infections. 
At the present time no measure is avail- 
able to prevent most of these, but more 
adequate treatment of all cases that do 
occur could prevent the cases that arise 
from recent exposure. In addition, it 
could prevent the new infections in those 
who would become the tuberculosis pa- 
tients of the future or subjects for pro- 
phylactic treatment, if that becomes a 
reasonable measure. This, I believe, was 
the rationale back of the major recom- 
mendation made at Arden House. 

Of course, to a great extent it is a 
reiteration of long-accepted principles. 
Casefinding, diagnosis, and treatment 
have been the basis of tuberculosis con- 
trol for many years. But when treatment 
was a long, drawn-out course requiring 
months or years of bed rest, it was 
necessarily to a large extent the separate 
responsibility of the hospital. When pa- 
tients could not get into a_ hospital, 
most health departments made an at- 
tempt to effect some kind of isolation in 
the home and to provide such outpatient 
treatment as there was, but this was al- 
ways regarded as less than satisfactory. 
Ideally, the patient entered the hospital 
and stayed there until he had fully re- 
covered. 

Under optimum conditions, chemo- 
therapy can reverse the infectiousness of 
most tuberculosis patients within 3 to 
5 months, and of many, much sooner. 
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Chronosules 


sustained-release capsules 


for improved treatment of iron-deficiency anemia ® 
now controlled release of more adequate amounts of iron 8 
in a form compatible with the body’s ability to utilize iron e% 


Each Mol-lron® Chronosule® contains 390 mg. of ferrous sulfate * 
and 6 mg. of molybdenum oxide—sufficient iron to achieve effec- Se 

tive therapeutic response. 
Gradual dosage release means greater patient tolerance—with a 
minimal likelihood of gastrointestinal disorders. td 
Marked increases in hemoglobin and hematocrit levels through @ ey 
sustained liberation of more absorbable Mol-lron throughout e e® 
gastroileal transit. 

Thus, all the advantages of Mol-lron, the specially processed, ; am F Ps 


co-precipitated complex of ferrous and molybdenum compounds, 
ay now in the form most conducive to efficient assimilation. ® 
" 9 Comparative patterns of gastrointestinal absorption of iron following standardized test doses » 
' 9 of Mol-lron Chronosules and of ferrous sulfate capsules (normal fasting adults) 
9 


MOL-IRON CHRONOSULES: (18 subjects) 


"2 ferrous sulfate capsules: (7 subjects) 


over fasting level 


The curve for ferrous sulfate reflects a sharply increased absorption of iron during 
the first two-hour period, and a progressive waning of absorption during each of 
the succeeding test intervals. In contrast, the curve for Mol-lron Chronosules 
mirrors a sustained and efficient rate of iron absorption over a full six-hour span 
following oral intake. 


Dosege: Adults—one Mol-iron Chronosule daily. In severe anemia, one Chronosule twice 
daily. Children—one Mol-iron Chronosule daily. Supplied: in bottles of 30 Chronosules. 


WHITE LABORATORIES, INC. Kenilworth, New Jersey 
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now in threatened premature delivery 


Brand of piperidolate hydrochloride, hesperidin complex and vitamin C 


maintains gestation / increases fetal survival rate 


“Dactil has been used as a preventive meas- 
ure with great success and with no untoward 
effects.” 


In a study of 618 pregnancies over a period 
of 4 years, premature births were reduced 
from 13.1% of 168 patients without Dactil 
to 4.7% of 450 patients with Dactil.? In the 
treated patients birth weights were increased. 


Dosage: 1 tablet q.i.d. from the beginning of preg- 
nancy in any patient with a history of previous 
difficulty. For more information send for Dactil-OB 
brochure. 


(1) Stephens, L. J.: Prevention of Premature Delivery: Am. J. Obst. 
& Gynec. 70:6 (June) 1958. (2) Stephens, L. J., in press. 72561 
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As resistance develops to more and more antibacterials, many 
physicians choose Mandelamine as their antibacterial of first 
choice in urinary infections. Mandelamine acts specifically in the 
urinary tract, and is effective against most urinary pathogens 
{including antibiotic-resistant Staph.). Resistant strains have 
not developed. Sensitization in any form has not occurred, even 


MANDELAMINE 


Piains, wy.  Drand of methenamine mandelate 


the urine-specific antibacterial 
oriz Full dosage information, available on request, should be consulted before initiating therapy. 
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CATHETERS 
ENEMAS 


Catheters and enemas may be highly use- 
ful postoperatively and postpartum, but 
they are capable of serious drawbacks. 


PATIENTS often dislike and fear such in- 
strumentation, sometimes even more than 
the surgery or delivery that preceded it. 


PHYSICIANS are mindful of the frequent 
risk of infection following catheterization, 
despite the most painstaking techniques. 
The passage of a sterile catheter into the 
bladder may introduce pathogens, since 
the urethra is not always sterile nor can it 
be readily sterilized. 


NURSES find that catheterization and the 
administration of enemas require consid- 
erable time, which might be advantageously 
employed for other nursing procedures. 


> 
— i 
is 
ey 


everyone relieved when 


Bethanecho! Chloride 


replaces catheters and enemas 


after surgery or childbirth may prevent painful urinary retention and 
abdominal distention. Therapeutically, URECHOLINE facilitates mic- 
-turition and defecation by inducing muscular contractions of the 
"bladder and intestinal tract—without subjecting to the dis- 
comfort of catheters and enemas. 


RELIEF FOR THE PHYSICIAN... By obviating 
_URECHOLINE eliminates the danger of infection that may follow &. 


RELIEF FOR THE NURSE... .Prophylactic and therapeutic use 
URECHOLINE makes scarce nursing time available for other purposes. — 
Dosage: Dosage must be individualized. The usual oral dosage is 10 to 30 me. 
three or four times daily. The usual subcutaneous dose is 5 mg. a cc.). 4 


Supplied: Tablets, and: 10 bottles of 100. 
ampuls of 1 cc. . 


4 
Additional info HOLINE is available to physicians on request. 
MERCK SHARP & DOHME, pivision oF MERCK & CO., INc., WEST POINT, PA. 


When the nervous insomniac 
needs help in relaxing tensions 
that torment sleep 


Daytime therapy for tension insomnia 
avoids “knockout” pills at night 


What is this daytime therapy? It is the daytime use 
of Meprotabs (meprobamate) to stop nervous ten- 
sions from building up to the point where they keep 
the patient awake at night. 


Has it been thoroughly studied? Yes. Over 20 pub- 
lished clinical reports' have proved that the daytime 
use of meprobamate is very effective in relieving in- 
somnia. Many investigators have found it an excel- 
lent substitute for barbiturates. 


a” 


> 


> WALLACE LABORATORIES / Cranbury,N.J. 


What are its chief advantages? It eliminates the 
need for the “knockout” hypnotics at bedtime. The 
patient is relaxed and drifts easily into a sound sleep 
whenever he wants to. Meprotabs allows the patient 
to awaken alert and refreshed. There is no mental 
fogginess to confuse the patient at work. 


Dosage: | tablet t.i.d. with last tablet at bedtime. 

Supplied: White, coated 400 mg. tablets of meprobamate; 
bottles of 50. 

tBibliography available on request. 


eprobamate tablets 
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The continuing clinical effectiveness of 
Terramycin therapy derives as always from tts 
proven antibiotic characteristics—rapid 
absorption; notably wide distribution in body 
tissues and fluids; high, active urinary 
concentrations; and a broad anti-infective 
spectrum embracing even such a troublesome 
organism as Pseudomonas. Additionally, 
Terramycin therapy provides the assurance of 
a 10-year record of exceptional toleration. 


IN BRIEF 


Cosa-Terramycin provides oxytetracycline (Terramycin®) 
with glucosamine for enhanced absorption. 


INDICATIONS: Because oxytetracycline is effective against both 
gram-positive and gram-negative bacteria, rickettsiae, spiro- 
chetes, large viruses, and certain parasites (amebae, pin- 
worms), Cosa-Terramycin is indicated in a great variety of 
infections due to susceptible organisms, e.g., infections of the 
respiratory, gastrointestinal, and genitourinary tracts, surgi- 
cal and soft-tissue infections, ophthalmic and otic infections, 
and many others. 


ADMINISTRATION AND DOSAGE: Adults: 1 Gm. of oxytetra- 
cycline daily in four divided doses is usually effective. In 
severe infections, a larger dosage (2-4 Gm. daily) may be 
indicated. Infants and children: 10-20 mg. of oxytetracycline 
per lb. of body weight daily. Certain diseases are treated in 
courses. 


SIDE EFFECTS AND PRECAUTIONS: Antibiotics may allow over- 
growth of nonsusceptible organisms — particularly monilia 


and resistant staphylococci. If this occurs, discontinue medi- 
cation and institute indicated supportive therapy and treat- 
ment with other appropriate antibiotics. Aluminum hydrox- 
ide gel has been shown to decrease antibiotic absorption and 
is therefore contraindicated. Glossitis and allergic reactions 
are rare. There are no known contraindications to glucosa- 
mine. 


SUPPLIED: Cosa-Terramycin Capsules, 250 mg. and 125 mg. 
Terramycin is also available in: Cosa-Terrabon® Oral Sus- 
pension, a palatable preconstituted aqueous suspension con- 
taining 125 mg. per 5 cc. teaspoonful, bottles of 2 oz. and 1 
pint; Cosa-Terrabon® Pediatric Drops, a palatable precon- 
stituted aqueous suspension containing 5 mg. per drop (100 
mg. per cc.), bottle of 10 cc. with calibrated plastic dropper; 
and Terramycin Intramuscular Solution, conveniently pre- 
constituted, in the new 10 cc. multi-dose vial, 50 mg. per cc., 
and in 2 cc. prescored glass ampules, containing 100 mg. or 
250 mg., packages of 5 and 100. In addition, a variety of 
other systemic and local dosage forms are available to meet 
specific therapeutic requirements. 


More detailed professional information available on request. 


Science for the a@ reservoir of 
world’s well-being ™ 


dependable 


PFIZER LABORATORIES 


Division, | Terramycin® 
Chas. Pfizer & Co., Inc. 
ES Brooklyn 6, New Tork 
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YTETRACYCLINE WITH GLUCOSAMINE 


NEW 
EDITION 
DRUG 


ENCYCLOPEDIA 


and Therapeutic Index with monthly supplement MODERN DRUGS 


The only complete reference on new 
as well as established products. 


Quickly answers questions about ethical pharmaceuticals. 


MODERN DRUG ENCYCLOPEDIA, MODERN DRUGS 


8th Edition, an authoritative source of information 
on new and established pharmaceuticals. Gives you 
pertinent facts in concise form. Supplies facts you 
want to know to prescribe the new products with 
confidence. No struggle to keep cumbersome files up 
to date—just one compact bound volume and a 
compact binder for the monthly supplements. 


THE 
PHYSICIAN'S 
REFERENCE 
LIBRARY 

IN ONE VOLUME 
KEPT 
UP-TO-DATE 


Name. 


The Reuben H. Donnelley Corp., Publisher 
MODERN DRUG ENCYCLOPEDIA 
466 Lexington Ave., New York 17, N.Y. 


oO Enclosed is $17.50* for my 8th Edition of MODERN DRUG ENCYCLOPEDIA and 
Therapeutic Index and the Monthly Supplement—MODERN DRUGS. 


C] Enclosed also is $3.50 for binder for MODERN DRUGS Monthly Supplement. 
For delivery in N.Y.C., please include 3% Sales Tax with remittance. 


A monthly supplement, with Robert S. Goodhart, 
M.D. as supervising editor, and John C. Helenore, 
Ph.G. as technical editor, supplies the same complete 
information on new pharmaceuticals as soon as they 
are available on your prescription. A convenient 
binder keeps the 24 issues together. Cumulative in- 
dices in each issue help you find any product listed in 
previous months. 


ORDER 
YOUR 
MODERN DRUG 
ENCYCLOPEDIA 
TODAY 


! 
a 


MONTHLY 


Address. 


City. 


Zone State. 
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U.S.A. $17.50 
Please make checks payable to The Reuben H. Donnelley Corporation 
*includes 2-year supplementary service at $5.00 per year ($6.00 Foreign) | 


Foreign $23.50 (U.S. Currency) 
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Aceves-Ortega! gave ‘Stelazine’ to 87 patients with various dermatoses. The psychogenic 
factor was predominant in these patients—particularly anxiety and its different manifestations. 


He reports, “. . . results obtained were very satisfactory: they were excellent in 54% of the 
cases, fair in 28%, and poor in 18% of our patients. This evaluation was based on the improve- 
ment of the psychic state as well as that of the dermatosis.” 


in somatic distress, when there is a major anxiety component 


Stelazine’ 


brand of trifluoperazine 
For everyday and general hospital practice: 1 mg. and 1. Aceves-Ortega, R.: Trifluoperazine in the Treatment 
2 mg. tablets, in bottles of 50 and 500. N.B.: For of Various Psychocutaneous Diseases, Semana méd. 
complete information on dosage, side effects, cautions Mexico 23:117 (Nov. 20) 1959 (in Spanish). 
and contraindications, see Physicians’ Desk Reference 
before prescribing. 


Smith Kline & French Laboratories 


q oth improved with 
| ‘Stelazine’ 


Most patients under chemotherapy do 
just as well whether they are ambulant 
or on bed rest. Obviously, therefore, the 
majority of patients need not be in a 
hospital for the entire course of their 
treatment. Indeed, some patients can be 
satisfactorily treated without ever going 
to one. 

As a result of these new wonders, the 
average term of hospital care has be- 
come shorter, and many tuberculosis hos- 
pitals have closed or converted to other 
purposes. The quite reasonable assumption 
is that tuberculosis patients now can be 
more economically treated in the com- 
munity. The trouble is that while out- 
patient treatment can be adequate, it 
often is not. Health departments have 
not been staffed or equipped to take care 
of large numbers of tuberculosis patients. 
The declining death rate and the closing 
of hospitals have been interpreted by the 
public as evidence that tuberculosis serv- 
ices in general can be cut back, and 
health departments are in considerable 
difficulty keeping what they have. New 
treatment services, either in the health 
department or in other community facili- 
ties, are rarely considered. Tuberculosis 
specialists are in short supply. Few young 
physicians now choose this specialty, and 
as tuberculosis hospitals close, members 
of their medical staffs retire or go into 
other fields of medicine. 

In a great many communities, there- 
fore, most tuberculosis patients are 
getting inadequate treatment or none at 
all. They remain as much of a potential 
problem in public health as were the 
patients on hospital waiting lists in pre- 
chemotherapy days. 


A DIFFERENT APPROACH IN CONTROL 


The solution, it appears to me, lies 
in changing the order of our thinking 
about tuberculosis control—in being real- 
istic in terms of the tools we now have 
to work against the disease. Where we 
used to say, “We must find all the per- 
sons with tuberculosis, and then treat 
as many as we can—at least then we will 
know who they are,” I believe the Arden 
House recommendation is asking us to 
say, “We will treat all the persons with 
tuberculosis, and of course, since we do 
not know who some of them are, we 
must find them in order to treat them.” 
If we place treatment at the center of 
our thinking, it can be a much more ef- 
fective public health measure than it has 
been so far. 

I should like to warn against equating 
“public health” with “health depart- 
ment.” In our complex social organiza- 
tion, a great many agencies and indi- 
viduals, both public and private, are en- 
gaged in activities concerned with public 
health. Poliomylitis or DTP injections 
protect the public health whether they 
are given in the health department or 
the private physician’s office. In some 
places, the health department provides 
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APPROACH 
IN THE TREATMENT OF PSORIASIS 


Clinically tested, safe and effective RIASOL 
offers maximum assurance against recur- 
rence and adverse reactions. 

RIASOL contains 0.45% Mercury chemically com- 
bined with soaps, 0.5% Phenol, and 0.75% Cresol. 
Available at pharmacies or direct in 4 and 8 fluid 
ounces. Write for professional sample and literature. 


D SLaboraiories 
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treatment for tuberculosis patients in 
clinics or hospitals or both; in others, the 
health department does not give any kind 
of medical care, but treatment is still a 
public health measure. Casefinding for 
tuberculosis is public health activity, 
whether it is done by the health depart- 
ment or the tuberculosis association. To 
be sure, the health department has legal 
responsibility for tuberculosis control, but 
that does not mean it carries on all tuber- 
culosis control activities in the com- 
munity. Before any significant change in 
emphasis in this area can come about, 
there must be a change in the thinking 


and activities of many other agencies and 
individuals as well. 


STAGES OF CONTROL 


If we accept this interpretation of the 
major conference recommendation, what 
then can be done to carry it out? Cer- 
tainly there will be wide variation in dif- 
ferent areas, depending greatly upon the 
adequacy of present tuberculosis control 
programs, but the following general sug- 
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in 
arthritis- 
fibrositis 
syndrome 


The Good Results You Used To Get With 


massive vitamin 


EDREX 


LECICAPS 


D therapy, plus 


e POTENT, PROVEN ANTIARTHRITIC 
ACTION of vitamin E in therapeutic dosage. 


e ASSURED UTILIZATION of vitamins D 
and E by addition of bile salts. 


Time-proven effectiveness of vitamins D and E 
in relieving pain, swelling, ankylosis, and re- 


stricted motion of arthritis-fibrositis makes |- 
EDREX a rational first choice in your man- 
agement of this syndrome. Addition of bile 
salts assures full therapeutic effect, even in 
atients with impaired absorption of fat- 


Each Lecicap contains: 

Vitamin 

D....50,000 U.S.P. Units 

Vitamin E (mixed 
tocopherols) .....50 

Bile Salts 


DOSAGE: 1 Lecicap t.i.d. for 
three days. Dosage is then 
increased by 1 Lecicap daily 
until total intake is 6 daily. 
After improvement is noted, 
dosage is gradually reduced. 
SUPPLIED: Bottles of 90, 
250, 500 and 1000 Lecicaps. 


your 


soluble vitamins. 


gestions seem reasonable. For conven- 
ience, we can divide tuberculosis control 
as far as treatment is concerned into 
three stages: Stage 1, in which the com- 
munity is not now able to provide ade- 
quate treatment for presently known 
active cases; stage 2, in which the pro- 
gram proposed for stage 1 is well under- 
way; stage 3, in which programs for both 
previous stages are adequate. 

Stage 1. In a community where any 
significant proportion of the patients with 
known active cases of tuberculosis are 
not receiving adequate treatment either 
in the hospital or at home, the first efforts 
should be to remedy that situation, by 
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whatever means and using whatever re- 
sources the community has. Treatment 
would include the prophylactic adminis- 
tration of isoniazeid to those groups of 
young children for whom its usefulness 
has been demonstrated. Casefindings 
should be deferred except for careful 
followup of all close contacts of persons 
known to have active disease and com- 
plete diagnosis of suspects among them. 

Stage 2. If a high proportion, perhaps 
75-80 percent, of persons known to have 
active disease are under treatment, and 
most contacts are being examined, case- 
finding should be extended, as resources 
are available, beyond the contact group 


to other high-incidence groups, but this 
should be done without taking staff time 
needed for treatment programs for active 
cases. The community is now in a posi- 


Arden House Conference 
Recommendation 

The major recommendation of 
the conference is a program for 
the widespread application of 
chemotherapy as a public health 
measure for the elimination of 
tuberculosis in the United States. 

Goal. To sterilize that impor- 
tant part of the reservoir of tu- 
bercle bacilli that presently exists 
throughout the country in persons 
currently suffering from active tu- 
berculous disease, whether pres- 
ently known or unknown to public 
health authorities, and in selected 
persons who previously have had 
active disease and were inade- 
quately treated. 

Technique. Mobilize re- 
sources for a widespread applica- 
tion of the scientifically demon- 
strated and medically accepted 
procedures of adequate chemo- 
therapy. These include the proper 
dosage of appropriate drugs or 
combination of drugs given con- 
tinuously over an adequate period 
of time—procedures that are 
known to destroy tubercle bacilli 
in the human body, render the pa- 
tient’s disease non-communicable 
to others, and minimize the possi- 
bility of reactivation. 


tion to add to its treatment program the 
persons who have previously had active 
disease but are judged to have been in- 
adequately treated. Prophylactic treat- 
ment for persons known to have recently 
converted from tuberculin negative to 
positive is also in order. 

Stage 3. The community that has 
reached stage 3 presumably has found 
most of its active cases, and they are 
under adequate treatment. In addition, 
certain categories of inactive cases have 
been found and are being treated. It 
can then undertake to find and treat 
persons at especially high risk, such as 
tuberculin reactors with suspicious 14” 
by 17” chest X-rays or silicotics- with 
large tuberculin reactions or X-ray 
changes, or both. 

This proposal to consider tuberculosis 
control in three stages implies knowledge 
of the current status of tuberculosis cases. 
Details about what information should 
be gathered, and how records should be 
kept and data analyzed in order to have 
such knowledge, are not appropriate 
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Meat 1s 
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food which can 
supply needed 
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teen-age drets 


The strange and fanciful eating crazes of teen-age 
girls often indicate youthful efforts to show their 
independence. They either eat much too much of the 
wrong foods and become unhappily over weight, or, 
they eat too little jeopardizing health during a most 
critical period of development. 


These teen girls will listen more readily to your pro- 
fessional advice, when you point to the fact that 
pretty complexions, trim figures, energy and vivaci- 
ousness can depend on the food they eat. 


The nutritional statements made in this advertisement have been reviewed by 
the Council on Foods and Nutrition of the American Medical Association and 
found consistent with current authoritative medical opinion. 


MEAT | INSTITUTE 


MEMBERS THROUGHOUT THE NATION 


AMERICAN 


MAIN OFFICE, CHICAGO 
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Having the right 

transilluminator 

_speeds examination 


It’s convenient and inexpensive to 
have a transilluminator or illumina- 
tor specifically designed for the 
examination at hand. The Welch 
Allyn selection is complete and 
each one fits your regular Welch 
Allyn battery handle. All of those 
shown here are $7.50 each except 
Nos. 400 and 420, which are $10.00 
each. Your surgical supply dealer 
will be glad to show them to you. 


WELCH ALLYN 


Speculum 
illuminator 


400 


Fit your regular Welch Allyn 


of battery handle 


here, but the subject is of very great 
importance. Similarly, approaches to case- 
finding, although they will not be dis- 
cussed here, will require careful judg- 
ment and planning. 

Many communities in the United States, 
in spite of our generally favorable situa- 
tion, are still at stage 1. That is, a con- 
siderable proportion of the known active 
cases in the community are not receiving 
adequate treatment. Concentrating con- 
trol efforts on treatment may help in 
some instances, but in order to progress 
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to more favorable stages, these com- 
munities will have to find ways of in- 
creasing treatment resources. Ideally, of 
course, tuberculosis treatment services 
include hospital care and outpatient care, 
coordinated in such a way that patients 
who need to be in the hospital can be, 
and patients who do not need hospital 
care can be taken care of outside of the 
hospital. Since such coordination is so 
often not the actual practice, I will dis- 
cuss hospital care and outpatient care 
separately. 


OUTPATIENT CARE 


The need to improve the quality of 
treatment received by tuberculosis pa. 
tients outside the hospital is an insistent 
issue. Most big cities do provide ade. 
quate to excellent outpatient treatment; 
because they usually have large case. 
loads, they may need more services and 
facilities, but the quality of their treat. 
ment programs is by and large very 
good. In many smaller communities, 
however, tuberculosis patients who are 
not in a hospital receive meager treat- 
ment or none at all. Little can be done 
to “mobilize all resources for a wide- 
pon application of the scientifically 
demonstrated and medically accepted 
procedures of adequate chemotherapy” 
in such situations without some new 
thinking and a willingness to explore 
every possibility. 

Although new funds or additional pro- 
fessional workers are not easy to obtain 
for tuberculosis programs at present, the 
possibility of getting either will be much 
better if the best use is made of money 
and people now available and if specific 
proposals can be made for the use of 
new money. I have therefore been con- 
sidering what is needed for good tuber- 
culosis outpatient chemotherapy treat- 
ment and attempting to spell out a num- 
ber of possible ways of providing what 
is needed. While the suggestions made 
are directed especially toward services 
for the 50 percent of patients who live 
elsewhere than in cities of more than 
100,000 population, some of them may 


* apply in urban centers as well. 


The various services needed for a 
treatment program may be provided by 
different agencies or paid for from dif- 
erent funds, but the success of each in 
promoting the recovery of tuberculosis 
patients depends upon how well they all 
supplement and support each other. In 
most communities, the health depart- 
ment, because of its legal responsibility 
for tuberculosis control, is the most ap- 
propriate agency to coordinate all serv- 
ices for tuberculosis patients. 

In the big cities the number of tuber- 
culosis patients treated in outpatient fa- 
cilities is sufficiently large to require 
full-time medical staff for tuberculosis 
clinics. Elsewhere, the limited time of 
consultant physicians is used for film 
reading or evaluation of patients’ records, 
and it is common for tuberculosis patients 
to see a physician only very rarely. When 
the patient comes to the clinic, he sees 
a nurse, who has the responsibility of 
interpreting to him whatever information 
or recommendations the physician may 
have recorded when he reviewed the 
case. She must answer the patient's 
questions and encourage him to continue 
treatment. Her record of her interview 
with the patient is all the physician has 
to go by except laboratory reports and 
X-rays. In this kind of situation, the 
nurse carries an inappropriate burden. 
The physician cannot give the profes- 
sional services the patient needs, and the 
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brand of sulfi 


_ In the long-term treatment the value of a uri- 
-eosuricagentsuchasA  » in preventing accumu- 
“lation of the urate dep .esponsible for chronic 
disability and joint derz Ly rent is well establishe 


Clinical experience has demonstrated that Anture 
not only prevents formation of new urate deposits, b 
_ with sustained therapy, also. causes absorption of pre 
isting tophi.2 With reduction in hyperuricemia, th 
cidence and severity of acute attacks are reduced,? 
@ mobility of affected cee is improved,* and ling 
g joint pain is relieved.?4 


srences: 1. Seegmilier, J. E., 
0. 2. Yu, T. F., Burns, J.J. and Gutman, A. B.: Arth. & F 

4:532, 4958. 3. Kersley, G. D.. Cook, and Tovey, D.C. 3: 
‘Rheumat, Dis. 17-326. 1958. 4. Gutman, A.B., and YO, T. F.: Bull. 
ork Acad. Med. 34:287, 1958. 


Hi product information regarding dosage, side ‘effects, p 
contraindications available.on request. 


Score tables of 100 
bottles of 100. 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation. 
New ork 
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Now...the only with extra-broad spectrum benefits:— 

action at lower milligram intake... broad- 
Nystatin combination range action...sustained peak activity... 
with extra-active extra-day security against resurgence of 
DECLOMYCIN® primary infection or secondary invasion. 


Demethyichlortetracycline 


ECLOSTATIN 


Demethylchlortetracycline and Nystatin LEDERLE 


CAPSULES, 150 mg. DECLOMYCIN Demethylchlortetracycline HCl and 250,000 units Nystatin. 
DOSAGE: average adult, 1 capsule four times daily. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York QA 
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THE AMERICAN OSTEOPATHIC ASSOCIATION 


for graduate training made available through the cooperation of 


Continuing progress in American medicine 
depends how well today’s young physicians 
are fitted for the challenging tasks that lie 
ahead. Knowledge and skill must be developed 
in every possible way. 


In support of this position, Mead Johnson 
& Company makes available annual awards 
to osteopathic physicians for fellowship train- 
ing in the fields of general practice and certain 
specialties. 


In 1961, nine $1,000 awards will be made: 
three in general practice; two in pediatrics; 
two in obstetrics and gynecology; and two 
in internal medicine. Training is to be taken 


MEAD JOHNSON & COMPANY 


in an osteopathic college or college-affiliated 
hospital. 


Grants are available to osteopathic graduates 
of 1957, 1958, 1959, and 1960. Application 
forms may be secured from the American 
Osteopathic Association, 212 E. Ohio Street, 
Chicago 11. Completed forms must be returned 
to the Association by May I. 


The Association administers this program 
through its Committee on Mead Johnson 
Grants. Mead Johnson & Company, in keep- 
ing with its policy, limits its participation solely 
to the provision of funds. 
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in arthritis... 


maximum salicylate benefit 
around the clock-day after day- 
with t.i.d. dosage of 


PERSISTIN* 


unique formula combines both 
slow absorption salicylates 
and fast absorption salicylates 
for prolonged and 

immediate effectiveness 


PERSISTIN 


Each tablet contains: 


Salicylsalicylic acid 7/2 gr. (480 mg.) for delayed effects 
Acetylsalicylic acid 242 gr. (160 mg.) for prompt effects 


The timed-absorption characteristics of the salicylates in the 
Persistin formula permit the convenience of t.i.d. dosage to 
provide 24-hour salicylate effects for the arthritis 
patient—thus affording pain relief and salicylate benefit on a 
day-long and night-long basis. 


Usual dosage: One Persistin tablet on arising, one eight hours later and two 
before retiring. Virtually free of gastric distress. 


Supplied: 


REFER TO 


PAGE 813 


Bottles of 50 scored, uncoated tablets. 


frerman Leboralories 


Detroit 11, Michigan 


patient is often unsatisfied and disin- 
clined to follow recommendations that 
reach him secondhand. For the patient 
with tuberculosis, certainly when it is 
active, seeing a physician once a month 
seems a reasonable requirement. 
Remedies are not easily at hand, but 
a number of possibilities are worth con- 
sideration. The limited time of the tuber- 
culosis specialist, who perhaps comes into 
the community only occasionally, might 
be better used in consultation with local 
general practitioners, who in turn could 
provide continuing medical care to pa- 
tients. In this kind of arrangement, when 
patients were unable to pay, the local 
physicians could be paid for their serv- 


A-124 


ices by the health department, the tuber- 
culosis hospital board, or whatever 
agency is responsible for care of tuber- 
culosis patients. The advice of the 
county medical society could be sought 
in selecting physicians, and in arranging 
for them to be paid. It would seem wise, 
moreover, for specialist consultation to 
be available to all physicians treating 
tuberculosis patients, whether the pa- 
tient or the community pays for the 
treatment. 

Another plan that has been found 
feasible in some areas is the staffing of 
tuberculosis outpatient clinics by physi- 
cians from tuberculosis hospitals. If 
clinics are held in communities within 


a reasonable distance from the hospital 
it should be possible for them to be 
frequent enough to allow physicians to 
give patients appropriate personal at. 
tention. 

In communities where the tuberculosis 
clinic caseload is not large enough to 
justify full-time medical staff but where 
there is a chest physician, or an internist 
or general practitioner with special inter- 
est and training in chest diseases, an 
arrangement might be made for part- 
time service from the private physician, 
for which he would be paid by the ap- 
propriate agency. A high proportion of 
tuberculosis patients now are not able 
to pay for long-term medical care, and 
the number of those who can is in many 
areas not large enough to support a 
private practice. Fees paid for clinic 
work would in some instances make it 
possible for a physician to afford to 
specialize. 

If physicians are to give proper treat- 
ment to tuberculosis patients, laboratory 
and X-ray services must be readily 
available. In the ideal situation, the 
physician has the laboratory report and 
X-ray, when he has ordered these, at the 
time he sees the patient. Too often the 
X-ray the physician sees is one taken at 
the time of the last visit, which may have 
been too long a time before to give a 
picture of the present condition. It may 
be necessary to have facilities that make 
it possible to develop and dry X-rays 
quickly, so that they can be taken on 
the day of the appointment, or to make 
special arrangements for patients to come 
in for X-rays a few days before their 
clinic appointments. 

Laboratory work should include not 
only smears and cultures for Mycobac- 
terium tuberculosis, but also drug sensi- 
tivity tests and, especially in some areas, 
tests for atypical organisms. If the health 
department does not have a laboratory, 
a local hospital laboratory may be able 
to do the work. Tuberculosis associations 
are a possible source of help in paying 
laboratory salaries or financing the train- 
ing of laboratory staffs. 

That a chemotherapy program cannot 
succeed without readily available drugs 
is a truism. Many programs, however, do 
not have a budget for this purpose. The 
cost of tuberculosis drugs is relatively 
low, but even a small amount of money 
may be beyond the means of a patient 
who is subsisting on a welfare budget. 
Or it may be the reason for lack of 
cooperation in one who is not very en- 
thusiastic about following medical rec- 
ommendations. If the health department 
or hospital board, or whatever agency 
is providing medical care, does not have 
funds for this purpose, they can perhaps 
get help from the tuberculosis association 
or other agencies in the community. The 
administration of funds for drugs belongs 
in the clinic, so that drugs can be readily 
given to patients without individual and 
separate arrangements. 

The public health supervision of pa- 
tients with active disease is of course the 


cures the first 
ten million “tries” 


only consistent, sustained relief of cold symptoms 


In 9 years Novahistine formulas haven't cured a single cold but, according 
to National Prescription Audits, they have been prescribed for relief of 
symptoms in over 10,000,000 patients. 

Novahistine LP, for instance, brings prompt, continuous cold symptom 
relief for 8 to 12 hours. Two Novahistine LP tablets in the morning and two 
in the evening will control the average patient’s cold discomforts. Each 
tablet contains 25 mg. phenylephrine hydrochloride and 4 mg. chlorpro- 
phenpyridamine maleate. 


Novahistine’ 


On PITMAN-MOORE COMPANY vision OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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Mead Johnson Laboratories 

is pleased to announce new, 
improved VI-SOL vitamins, carefully 
reformulated to provide rational, practical, 
safe levels of C, D and A, to fit the needs 
of today’s pediatric practice. 


Mead Johnson 
Laboratories 


Symbol of service in medicine 
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VI-SOL vitamins 
newly reformulated to 
complement the dietary 


patterns of today’s infants 
and children. 


Beginning with the critical newborn period and continuing 
through the preadult years, new Vi-Sol vitamins supplement 
and complement the dietary patterns of today’s infants and 
children. They are formulated with consideration of the recom- 
mendations of the authorities* and of the practical needs of 
everyday medical practice. 


Vi-Sol drops provide conservative, yet assured protection as the 
baby progresses from formula feeding to solid food, on into the 
preschool years. Whenever drops are outgrown, comparable im- 
provements in levels of C, D, and A are now offered the older 
child in Vi-Sol chewable vitamins. 


NEW, IMPROVED VI-SOL® VITAMINS 


(amount per recommended dose) 


Tri-Vi-Sol® Poly-Vi-Solet Deca-Vi-Sol®t} 
Chewable Chewable Chewable 
Drops Vitamins Drops Vitamins Drops Vitamins 
Vitamin C (mg.) 60 
Vitamin D (units) 400 400 400 400 400 400 
Vitamin A (units) 3,000 4,000 3,000 4,000 3,000 4,000 
Thiamine (mg.) 1 12 1 1.2 
Riboflavin (mg.) 1.2 15 1.2 15 
Niacinamide (mg.) 8 15 8 15 
Pyridoxine (mg.) 1 12 if 
Panthenol (mg.) 3 5 
B,, (mcg.) 1 
Biotin (mcg.) 30 40 if 


tAlso available in teaspoon dosage 


‘Recommended Daily Dietary Allowances established by the National Research Council, and endorsed by the Council on Foods and Nutrition 
of the American Medical Association, “Vitamin Preparations As Dietary Supplements and As Therapeutic Agents,” J.A.M.A., Vol. 169, 
No. 1, pp. 41-45, Jan. 3, 1959. 
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FACTS ABOUT MER/29 


how MER/29 
differs from other 
cholesterol-lowering 
measures... 


( TISSUE SERUM 


OTHER MEASURES 


There is no evidence 

that tissue cholesterol is 
reduced even in the face of 
serum cholesterol reduction. 


effect on 
body pool 
of 


cholesterol, |. “MER/29 


Studies in patients have 
demonstrated a reduction of 
approximately 40% of tissue 
cholesterol, as well as a 
significant reduction of the 
total sterol pool. 


. . the first cholesterol-lowering agent to inhibit the formation of cho- 
lesterol within the body, reducing both tissue and serum cholesterol 

. . the only specific cholesterol-lowering agent: no demonstrable inter- 
ference with other vital biochemical processes reported to date; 
toleration and absence of toxicity established by more than 2 years 
of clinical investigation : 


. .convenient dosage: one 250 mg. capsule daily before breakfast 


2 
| 


| and how 


these differences 


can benefit 


particularly those with high cholesterol levels, 
coronary artery disease, and generalized 


your patients atherosclerosis 


MER/29 REDUCES CHOLESTEROL IN 8 OUT OF 10 PATIENTS: MER/29 
reduces both serum and tissue cholesterol, irrespective of diet. Although some physi- 
cians prefer to use MER/29 in conjunction with controlled diets, cholesterol can be 
reduced successfully without such limitation. 


CONCURRENT BENEFITS REPORTED IN SOME PATIENTS: In angina 
patients, some of the concurrent benefits reported include decreased incidence and 
severity of attacks, improved ECG patterns, diminished nitroglycerin dependence, and 
increased sense of well-being. 


DIRECT, SPECIFIC CHOLESTEROL-LOWERING ACTION WITH | 
MER/29: Some agents used to reduce cholesterol have other important primary effects 
— such as hormonal or vasodilator action. The primary, the on/y known function of 
MER/29 is to reduce cholesterol. 


MER/29 HAS PRODUCED FEW SIDE EFFECTS, NO TOXICITY: Patients 
have been treated with MER/29 for continuous periods up to 19 months. In no 
case has there been evidence of serious toxic effects on the function of any vital organ 
or system. Side effects (nausea, headache, dermatitis) are rare and have usually been 
associated with dosages greater than those recommended for effective therapy. 
MER/29 is compatible with other cardiovascular therapies. It can be used along with 
measures which control anxiety, hypertension, obesity, and other conditions associ- 
ated with cardiovascular disorders. These include nitroglycerin and PETN, and there 
have been no reports to date of incompatibility with anticoagulants. 

CAUTION: Since long-term MER/29 therapy may be necessary, periodic examinations, includ- 
ing liver-function tests, are desirable. Also, since MER/29 inhibits cholesterol biosynthesis, and 
cholesterol plays an important role in the development of the fetus, the drug is contraindicated 
in pregnancy. 

SUPPLIED: Bottles of 30 pearl gray capsules. 

Complete bibliography and product information available on request. 


MER/29 


(triparanol ) 


M ll The Wm. S. Merrell Company 
erre Division of Richardson-Merrell Inc. 
Cincinnati, Ohio * Weston, Ontario 
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for GI DISTRESS... CYCLEX affords quick- 


HYDRODIURIL® witH MEPROBAMATE 
HYDROCHLOROTHIAZIDE 


, the physician should consult 


detailed information on use accompanying package or available on request. 


CYCLEX and HYDRODIURIL are trademarks of Merck & Co., Inc. 


abdominal congesti 
CYCLEX suppl 


Tablets, bottles of 100. Each tablet cont 
West Point, Pa. 


tability, tension, nausea, 


Division of Merck & Co., INC. 


MERCK SHARP & DOHME 


the effective relief of meprobamate for nervous- 
ness, irri 


day, beginning on the first morning of symptoms and contin- 
uing until the onset of menses. CYCLEX may be continued 
through the menstrual period. 


acting relief of nausea and bloating assoc 
of HYDRODIURIL (hydrochlorothiazide) and 200 mg. of meprobamate. 
DOSAGE: Usual adult dosage is one tablet once or twice a 


with premenstrual tension 


diuresis of HYDRODIURIL for rapid reduction of 
SUPPLIED 


for MOOD-CHANGES 
Before prescribing or administering CYCLEX 


weight gain, breast fullness, 


for EDEMA 


the symptoms premenstrual tens 
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responsibility of the health department 
and is done chiefly by public health 
nurses. If seriously ill patients are hos- 
itali and medical supervision of 
clinic patients is adequate, the nursing 
service needed for an outpatient tuber- 
culosis treatment program can be given 
in most communities by the health de- 
partment’s generalized nursing service. 
When medical supervision is inadequate, 
however, patients may be carried as 
“active” or “activity undetermined” cases 
for long periods without evaluation. Thus 
the nursing caseload of tuberculosis pa- 
tients becomes unreasonably large, and 
priorities for service difficult to establish. 
Patients may be neglected in the first 
few days after diagnosis when help given 
to them and their families in understand- 
ing their illness and learning what to do 
about it could have long-term benefits. 

The public health nurse contributes so 
greatly to tuberculosis control that she 
often has pushed upon her tasks it is 
unreasonable to expect her to do. The 
sometimes laborious and time-consuming 
job of trying to locate a patient who has 
moved or cannot be found can be done 
by someone other than a nurse. This 
might be a part-time job for a trained 
layman, or a full-time job shared by 
several communities. Assignment of 
trained laymen for this purpose has been 
worked out successfully by at least one 
State. 

In some areas, public health nurses 
give twice-weekly streptomycin injec- 
tions, and this is another task that could 
well be done by someone else. If there 
is no visiting nurse service, a registered 
or practical nurse could be hired specifi- 
cally for this purpose. Married nurses 
might be found who could take it as 
part-time work. 

In all of these instances, if public funds 
are not available, tuberculosis association 
help might be sought to pay salaries. 

Chemotherapy applied as a_ public 
health measure requires a system of pro- 
viding services in a way that does not 
place the patient on one side and the 
community on the other. The patient’s 
ability and willingness to accept treat- 
ment are as important as the services 
offered. While it cannot be denied that 
a small percentage of tuberculosis pa- 
tients will remain stubbornly uncoopera- 
tive in spite of every effort, most patients 
will stay with recommended treatment if 
it is possible and reasonable for them to 
do so. 

The location of clinics is an important 
factor in such a system. While modern 
transportation allows one clinic to serve 
a fairly large area, it is not reasonable 
to expect patients to make a half day’s 
journey to the clinic. Volunteers can serve 
effectively in taking patients to and from 
the clinic. If they cannot be recruited, 
and patients must use public transporta- 
tion, some arrangement must be made to 
pay their fares. 

Scheduled appointments and reminder 
letters should be a part of the system, 
and if volunteers can be found to interest 
themselves in getting patients to the 


JOURNAL A.O.A., VOL. 60, MARCH 1961 


relieve. 


In a clinical study! of 206 milk- 
allergic infants, the “colicky” 
symptoms evident in 31% were 
promptly reliéved when the infants 
were placed on a soya formula. 


FOR PREVENTION: When allergic ten- 
dencies exist in parents or siblings, 


‘specify 


Hypoallergenic soya formula 


when due to cow’s milk allergy 


it is advisablé to start the “poten- 
tially allergic” newborn on Sobee. 
FOR DIAGNOSIS: If cow’s milk allergy ' 
is suspected, a 24- to 48-hour trial 
period with Sobee often eliminates ; 
the need for an allergy study. ; 


1, Clein, N. W.: Pediat, Clin. North America, Nov., 1954, pp. 949-962. 


Mead Johnson 
Laboratories. 


Symbol of service in medicine 


clinic, they may be helpful in the remind- 
ing. The clinic itself should be made as 
pleasant and attractive as possible, and 
here again volunteers can often be help- 
ful. A coat of paint may not transform 
dingy quarters completely, but it can 
help a great deal in making them more 
cheerful. 

The area of economic and social as- 
sistance is too broad to discuss in detail, 
but a patient cannot be expected to stop 
work in order to protect the community 
from his infection unless the community 
takes some responsibility for income suf- 


ficient for food, shelter, and other neces- 
sities of life for him and his family. 
The public health purpose of tubercu- 
losis treatment also precludes withholding 
drugs or services from patients because 
they have left the hospital against advice 
or committed minor infractions of rules. 
It indicates instead a conscious attempt 
to work out with the patient a regimen 
that he can accept, even if it would not 
be the first choice of the physician. The 
patient’s cooperation is so essential that 
all reasonable concessions are justified in 


order to obtain it. 
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“Crash diets” and “food substitutes’ may 
reduce weight dramatically, but the greatest 
need is physician supervision for the remolding 
of indulgent eating habits. 


Obedrin and the 60-10-70 Menu Plan pro- 
vide supportive medication and a balanced 
eating plan wnder your supervision. 


FORMULA: Tablets and Capsules 


HCl) 
Pentobarbital ....... 20 mg. 
Ascorbic Acid ....... 100 mg. 
Thiamine Mononitrate . . 0.5 mg. 
Nicotinic Acid (Niacin) . . . 5 mg. 


THE S.E. MASSENGILL COMPANY 
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but bring weight down 
and keep down... 


and the 60-10-70 Menu Plan 


Obedrin and the 60-10-70 Menu Plan will help 
you successfully treat patients who must reduce 
excess pounds and maintain optimum weight. 
Obedrin aids in curbing abnormal food cravings and 
facilitates establishment of correct eating habits. 


Dosage can be individualized so appetite will be de- 
pressed at peak hunger periods. And Obedrin is the 
ideal support with its 


e Methamphetamine — proved anorexigenic and 
mood-lifting effects 

e Pentobarbital—balancing agent to guard against 
excitation 

e Vitamins B, and B, plus niacin—effective diet 
supplementation 

e Ascorbic Acid—aid for mobilization of tissue fluids 


‘sure...1 used a crash diet... lost five pounds 
and now I’ve gained it all back!” 


Calorie counting? 


Not with the 60-10-70 Menu Plan; 
yet it assures balanced food intake 
with sufficient protein and roughage. 


Write for 


60-10-70 MENU PLANS, WEIGHT 
CHARTS AND SAMPLES OF OBEDRIN. 


Supplied: 


Tablets and capsules—bottles of 100, 
500, and 1,000. 


Bristol, Tennessee « New York « Kansas City « San Francisco 
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cryptitis, pruritus ani. . 


DESITIN SUPPOSITORIES lubricate, soothe, protect, ease 
pain, itching... and aid healing (with Norwegian cod liver 
oil, rich in vitamins A and D and unsaturated fatty acids). 
Free from drugs which might mask serious rectal disease. 


Write for samples and literature!-3 
DESITIN CHEMICAL COMPANY 
812 Branch Ave., Providence 4, R. 1. 


hemorrhoidal 


SUPPOSITORIES 


‘pregnancy 


a suppository, such as Desitin, reduces straining at the 
stool by lubricating the anal canal.! 


conservative treatment is indicated’? for mild to 
moderate symptoms of simple hemorrhoids, fissures, 
. in pregnant and other patients. 


HOSPITAL CARE 


Hospital care is the most costly single 
item in tuberculosis control. Even though 
a great many tuberculosis hospitals have 
closed or have been converted to other 
uses, rising unit costs have kept the total 
cost high. The most advantageous use 
of hospitals in the total program of 
tuberculosis treatment is therefore of 
utmost importance. 

I think there is little disagreement 
with the concept that a period of hospi- 
talization, beginning as soon as a diag- 
nosis is established, provides the best 
circumstance for recovery for any tuber- 
culosis patient. How long the patient 
should stay in the hospital is a matter 
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about which there is a greater range of 
opinion. The most conservative position 
is that the patient should stay until he 
has fully recovered. While chemotherapy 
has made this a shorter period than used 
to be necessary, “full recovery” even 
today means about 18 months. The trend 
in many hospitals is toward much shorter 
stays, until the disease is inactive (about 
9 months in the majority of cases), or, 
even less conservative, until the patient 
is no longer infectious (not more than 6 
months in the majority of cases). 

Two issues in addition to the theoreti- 
cal “best circumstance” for treatment of 
tuberculosis need to be considered in 
recommended length of hospital stay. In 
both, it is implicit that in order to pro- 


vide good care for tuberculosis patients 
the hospital must operate as a part of 
the community. The two issues are: first, 
whether the patient will continue to re. 
ceive adequate care when he leaves the 
hospital; and second, whether he is will. 
ing to stay in the hospital or, in his own 
thinking, is able to do so. 

Because of the first issue, it is not un- 
usual for hospitals to keep patients, or 
to try to, for longer periods than now 
are actually necessary. Hospitals may be 
separated from community clinic services, 
either because they fall in different goy- 
ernment jurisdictions or because they are 
geographically isolated, or both. In some 
communities, as I have already said, ap- 
propriate clinic services do not exist. For 
all of these reasons, it is not surprising 
that hospital staffs sometimes feel they 
are giving the patient the best chance of 
recovery if they keep him for the full 
course of his treatment. Looking at the 
matter objectively, and in terms of what 
is best for tuberculosis control, however, 
it seems apparent that a better course 
would be for the hospital to take a hand 
in providing clinic services, either in its 
own outpatient department or elsewhere, 
if its location makes that impractical. If 
the hospital is under one government de- 
partment and an existing clinic in need 
of staff under another, negotiation may be 
necessary, but such a situation is not an 
insurmountable obstacle. 

An orderly plan for chemotherapy as 
a public health measure includes hospi- 
talization for patients who need it when 
they need it, and therefore requires the 
wisest use of expensive hospital facilities— 
for newly diagnosed patients and for pa- 
tients who need surgery or who do not 
respond to therapy. (Some patients re- 
main infectious in spite of the best pos- 
sible treatment, but it seems reasonable 
that such “lifetime” patients can be cared 
for with less than a full range of hospital 
services.) Physicians treating patients in 
clinics should be able to get them hos- 
pitalized when it is suitable. Clinging to 
the old patterns of prolonged stay for all 
patients admitted and separation of hos- 
pital and clinic does not fit into such an 
orderly plan. 

The second issue, how the patient feels 
about hospitalization, is also a concern in 
public health. The AMA rates in many 
hospitals are very high. Even if one were 
to take the attitude that all those who 
left against advice should be rounded up 
and returned to a locked ward, it would 
be impossible to carry out that kind of 
policy. If, on the other hand, an attempt 
is made to accommodate recommenda- 
tions somewhat to the patient’s feelings 
about going to the hospital, it seems 
likely that more patients can be helped 
to get more benefit from hospital care. 
The patient who is dismayed at the 
prospect of months in the hospital can 
perhaps be ‘persuaded to stay for 1 
month. If that month is recognized as 
a planned short stay, and used as an 
opportunity for intensive care and edu- 
cation, it may prove more profitable in 
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KEEPS 

THE STOMACH 
FREE OF PAIN 


KEEPS 
THE MIND OFF 
THE STOMACH 


Milpath acts quickly to suppress pain and 
spasm, and to allay anxiety and tension 
with minimal side effects. 


Milpath-400 — Yellow, scored tablets of 
400 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 


AVAILABLE. nocage: 1 tablet ti.d. at mealtime and 
IN TWO 2 at bedtime. 


Milpath-200 — Yellow, coated tablets of 
POTENCIES: 200 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime 
and 2 at bedtime. 


ilpath 


®Miltown + anticholinergic 


® 
WALLACE LABORATORIES Cranbury, N. J. WW) 
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are opiates 
now 


pediatric 
diarrhea? 


And 
References: 1. Hock, C. W.: M. Times 88:320, 1960. 2. McHardy, G.; Browne, D.; McHardy, R.; Bodet, C., and Ward, Ss Dosa 
J. Gastroenterol. 24:601, 1955. 3. Robin, B. A.: Maryland State M.J., in press. 4. Farchione, L. A.: Arch. Pediat., Jan. 184% Ento 
qi.d. 


WHITE LABORATORIES, INC., Kenilworth, New Jersey os 
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Ento 


(thihexinot methylbromide) VA Ip) 

the first pharmacologically-specific, non-narcotic antiperistaltic agent “apparently acts almost exclu- 
svely to inhibit gastrointestinal motor function”' and does not interfere with gastric secretion, digestive 
processes, OF produce other undesirable atropine-like effects when given in recommended dosage.’ 
controls diarrhea as rapidly and effectively as opiates. With Entoquel Syrup, symptoms were controlled within 24 
hours in 88% of one group of 88 children and in 89% of a second group of 94—with relief achieved in most 
cases within 12 hours. “None of the 182 patients required hospital admission because of dehydration and electrolyte 
imbalance.”* The antidiarrheal response was 
considered excellent or good in the large 
majority of 153 infants and children, 
including 31 of 41 in whom prior 
use of kaolin-pectin sus- 
pension had proved 
ineffectual.’”4 


sist 


without the undesirable properties of opiates. ENTOQUEL is completely unrelated chemically to the opium alka- 
loids — it has no addictive or central depressant properties and does not produce undesirable atropine-like effects —— 
when administered in the usual therapeutic dosages.? In 153 patients, a mild flushing of the skin was the 
only side effect noted. This occurred in 4% of the total cases and could be eliminated by decreasing dosage.‘ 


And when the diarrhea is bacterial in origin 


Entoquel Neomycin syrup 


Dosage: Entoquel Syrup — Infants and Children up to 6 years, ¥2 to 1 teaspoonful q.i.d. Children 6 to 12 years, 1 to 2 teaspoonfuls q.i.d. apie 
Entoquel with Neomycin Syrup — Infants and Children up to 6 years, Y2 to 1 teaspoonful q.i.d. Children over 6 years, 1 to 2 teaspoonfuls Z 
gid. Supplied: Entoquel Syrup — Each 5 cc. contain 5 mg. thihexinol methylbromide, bottles of 6 oz. Entoquel with Neomycin avrup:— Each -: 

3¢c. contain 5 mg. thihexinol Speen pe and 50 mg. neomycin (from the sulfate), bottles of 6 oz. ; 
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When it’s penicillin-susceptible 
and the patient is not allergic 
Use an orally maximal penicillin 


MAXIP 


potassium phenethicillin 


Consistent dependable therapeutic response through maximal 
absorption, maximal serum concentration and longer duration 
of inhibitory antibiotic levels for less susceptible organisms. 
Available as Maxipen Tablets, 125 mg. and 250 mg.; Maxipen 
for Oral Solution, 125 mg. per 5 cc. of reconstituted liquid. 
Literature on request 


When you hesitate to use penicillin 
(eg. possible bacterial resistance or allergic patient) 


You can count on 


triacetyloleandomycin 


Extends the Gram-positive spectrum of usefulness to include 
many staphylococci resistant to one or more of the commonly 
used antibiotics...narrows the spectrum of side effects by 
avoiding many allergic reactions and changes in intestinal 
bacterial balance. 


Available as Tao Capsules, 250 and 125 mg.; Tao Oral Suspen- 
sion, 125 mg. per 5 cc; Tao Pediatric Drops, 100 mg. per cc. of 
reconstituted liquid; Intramuscular or Intravenous as oleando- 
mycin phosphate. Other Tao formulations also available: 
Tao®-AC (Tao, analgesic, antihistaminic compound) Tablets; 
Taomid® (Tao with Triple Sulfas) Tablets, Oral Suspension. 


Literature on request 


' 


and for nutritional support VITERRA® vitamins and minerals 
Formulated from Pfizer's line of fine pharmaceutical products 


New York 17, N. Y, Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being™ 


JOURNAL A.O.A., VOL. 60, MARCH 196! 


: 
® 
A 
Fé 
® 
a 
1 
‘ 
Atal 


Doctor. 


“ 

: 


“crash diets” 
do not solve the basic patient problem: 
habitual overeating 


In the treatment of chronic obesity, “fad diets” are not the 
answer. Your patients may suffer adverse somatic as well as psychic 
effects from alternating weight loss and gain. 

At the conclusion of a “crash-diet” program, the patient often 
falls back into familiar habits of overeating. The problem, 
therefore, remains the same. 


The process of eliminating pounds in the chronically obese 
should be gradual. To accomplish this, obviously, new patterns 
of eating must be established. 


BAMADEX tablets help the patient be satisfied on a diet which will 
cause him to lose weight. BAMADEX tablets combine two specific agents 
to overcome the habitual overeating in the chronically obese... 

the outstanding appetite suppressant, d-amphetamine, balanced with 
the tranquilizer, meprobamate. BAMADEX tablets help the recalcitrant 
patient keep within his prescribed caloric limits. It does this by 
curbing between-meal hunger, fatigue, nervousness, insomnia, and 
dizziness, which may lead to failure in diet reduction. 


helps them 
meprobamate with d-amphetamine sulfate Lederle TABLETS 


to help themselves 
to less! 

BAMADEX Tablets: Each coated tablet (pink) contains: d-amphetamine 

sulfate, 5 mg.; meprobamate, 400 mg. dosage: 1 tablet one-half to one hour 

before each meal. Higher dosage may be required in certain cases. 

precautions: Use with caution in patients hypersensitive to sympathomimetic 

compounds, who have coronary or cardiovascular disease, or who 

are severely hypertensive. supplied: Bottles of 100 and 1,000. 


LEDERLE LABORATORIES - A Division of AMERICAN CYANAMID COMPANY - Pearl River, New York 
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how 
shall 


she dress 


she wants 
to know 


NOW 


can 


tell her 


(even in the 
first week) 


with 


uosterone 


anhydrohydroxyprogesterone, 50 mg. 
ethiny! estradio! 0.03 mg. 


per tablet 


the 3-day, oral test for early diagnosis of pregnancy 


If she is not pregnant, and has pre- 
viously had regular menstrual cycles, 
withdrawal bleeding will occur within a 
few days after PRo-DUOSTERONE (1 tab- 
let q.id. for 3 days). In functional 
amenorrhea, regular menstrual cycles 
may often be restored. 


If she is pregnant, no progesterone with- 
drawal bleeding can occur. Moreover, 
Pro-DUOSTERONE actually protects 
pregnancy, and may be indicated 


to help improve implantation in habit- 
ual abortion. 


safe, physiologic method ...”", 
the convenient PrRo-DUOSTERONE test 
has proved highly accurate (95.2% in 
1,553 clinical studies) as early as a week 
after the first missed menses when ani- 
mal tests cannot be considered valid. 


Supplied: Bottles of 24 tablets. 
1. Hayden, G.E.: Am. J. Ob. & Gyn. 76:271, 1958. 


Roussel Corporation, 155 East 44th Street, New York 17, N.Y. 


the long run than several months that 
end when the patient gets fed up and 
leaves. 

A plan like this would of course re- 
quire good prospects for outpatient care 
after hespitalization, and here again the 
hospital would have to have a part in 
the responsibility to see that it was pro- 
vided. If the hospital is to continue as 
the principal purveyor of medical care 
for tuberculosis patients, it can no longer 
reasonably concern itself only with those 
patients who willingly stay for the rec- 
ommended period. 

I do not deny that some small per- 
centage of patients, like a small percent- 
age of the total population, are genuinely 
recalcitrant and will not cooperate with 
any recommended course. For these, 
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forcible isolation is probably the only 
solution. But many others would accept 
and follow through with outpatient treat- 
ment that was planned with them. And 
treatment that is less than ideal is better 
if it is completed than the best possible 
treatment if it is abandoned. 

At the Arden House conference, one 
of the participants commented on the 
problem that arises because so many tu- 
berculosis patients are in lower socio- 
economic classes, while public health and 
medical professional people are chiefly 
from the middle class. He pointed out 
that the professional person often tries 
to impose his own ideals and aspirations 
upon the patient and is frustrated to get 
no response. Many of us, for instance, 
knowing the overcrowded, dilapidated, 


depressing (to us) homes some patients 
come from, feel that they ought to be 
happy to be in the nice clean hospital, 
We think they are ornery if they prefer 
to stay at home. It takes imagination, and 
a willingness to accept when we cannot 
imagine, to help patients toward a way 
to recovery, but success using chemo- 
therapy as a public health tool depends 
upon it. 


STATE PLANNING 


Patterns for providing treatment sery- 
ices for tuberculosis patients vary widely 
in the States. In a small group of States, 
none of the public tuberculosis hospitals 
is supported solely by the State, and in 
a few they all are. The most common 
pattern, however, is a combination of 
State hospitals and county or city hospi- 
tals. Whether they are State or local, 
hospitals may be under the health de- 
partment, a separate hospital department, 
or under the welfare department. Clinic 
services come under equally varied 
auspices. 

While efficient and effective treatment 
services are possible under many different 
organizational plans, the present situation 
in tuberculosis does call for coordination 
at the State level, in order to make sure 
that patients are treated no matter 
whether they live in low or high inci- 
dence areas, and also for the sake of 
economical operation. It seems important 
now to plan services according to reason- 
able caseloads. Obviously it is wasteful 
for several counties in a State to run 
tuberculosis hospitals in which many beds 
are unoccupied. Under a State plan, such 
counties can be encouraged to pool their 
resources, thereby saving both money 
and staff which can perhaps be diverted 
to outpatient services. In some areas of 
the United States, tuberculosis patients 
outside the hospital are too few to justify 
a monthly clinic in a single county. Even 
if county health departments can arrange 
for local physicians to give medical care, 
the State may need to see that laboratory 
services, perhaps X-ray facilities or inter- 
pretation or consultation, are provided. If 
local medical care is not available, the 
State may have to arrange for physicians 
to be brought in once a month to see 
patients. 

The amount of direct service or finan- 
cial assistance the State gives is not at 
issue. Any State health department should 
be able to serve in a coordinating capac- 
ity. 

In a number of States, well-established 
precedents for intercounty cooperation 
enable the State health department to 
work out a State plan for tuberculosis 
treatment as easily as in States with 
completely centralized services. Where 
local autonomy is highly prized, however, 
a good deal of persuasion and convincing 
may be necessary. In this case, inter- 
preting the advantages of banding to- 
gether may have to be the job of citizens’ 
groups such as the State tuberculosis 
association. 
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after 5 years of research and 41,000 
patient days of clinical testing 


a new infant formula 


nearly identical to mother’s milk’ in nutritional breadth and balance 


Enfamil 


Infant formula 


In a well controlled institutional study,2 Enfamil was thoroughly tested in 
conjunction with three widely used infant formula products. These investi- 
gators reported that Enfamil produced ¢ good weight gains ¢ soft stool 
consistency ¢ normal stool frequency 


1. Macy, I. G.; Kelly, H. J., and Sloan, R. E.; with the Consultation of the Committee on Maternal and 
Child Feeding of the Food and Nutrition Board, National Research Council: The Composition of Milks, 
Publication 254, National Academy of Sciences and National Research Council, Revised 1953, 2. Brown, 


G. W.; Tuholski, J. M.; Sauer, L. W.; Minsk, L. D., and R n, I.: Eval 


of Prepared Milks in 


Infant Nutrition; Use of the Latin Square Technique, J. Pediat. 56:391 (Mar.) 1960, 


Laboratories 


\ Mead Johnson 


Symbol of service in medicine 


Current trends 
in infant mortality* 


Alice D. Chenoweth, M.D. 

Chief, Program Services Branch 
Division of Health Services 

and 

Eleanor P. Hunt, Ph.D. 

Assistant Chief, Program Analysis Branch 
Division of Research 

Children’s Bureau 


After two decades of declining rates, 
infant mortality in the United States 
rose from a record low of 26.0 deaths 
under 1 year per 1,000 live births in 


Reprinted from Children, November- Decem- 
ber 1960. 
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1956 to 26.3 in 1957, to 27.1 in 1958.+ 
Not since 1953-54 has a rate as high 
as 27.1 prevailed nationally. Provisional 
rates in 1959, and in the first 6 months 
of 1960, showed some decrease from the 
high levels of 1957 and 1958. Neverthe- 
less, these rates—26.4 for 1959 and 25.9 
for the first half of 1960—suggest that 
infant mortality is still elevated. They are 
considerably above levels to be expected 
on the basis of the generally downward 
trend in rate over the years 1950-57. 
Reactions to this lack of progress in 
reducing infant mortality have varied 
from surprise to disbelief to a healthy 
skepticism regarding vital statistics. These 
have led us to examine available facts 


+The source of birth and death data in this 
report is the National Office of Vital Statistics. 


critically. In doing so we have become 
increasingly aware of the need for special 
State and local studies to follow up leads 
not only from vital-records data, but 
from other community-wide sources of 
information as well. 

During 1950-57 the annual reduction 
in rate on the average was 1.7 per cent, 
Data gathered also projected the trend 
established in those years to 1958, 1959, 
and 1960. 

The comparison of the recorded rate 
with the projected average level indicates 
that in 1958 the infant mortality rate 
was some 7 per cent higher; in 1959, 
6 per cent higher; and in 1960 (January- 
June) about equally so. On a 12-month 
basis for 1960 an excess, perhaps not so 
large, is likely. 

Thus a gap, though a narrower one, 
remains in 1958-60 between prevailing 
infant mortality levels and the lower 
levels which would be consistent with 
the 1950-57 trend. The excess in rate 
in 1958 meant a loss of 18 additional 
infants per 10,000 live births; and in 
1959, a loss of 15. 

The excesses of infant mortality in the 
past 3 years over projected levels were 
larger in the postneonatal period (1-11 
months) than in the neonatal period 
(under 28 days). The provisional neo- 
natal and postneonatal rates for 1960, 
shown in the table on page A-167, are 
based on data for the first 5 months. Even 
when data are available for the 12 
months of 1960, it seems likely that 
excess postneonatal mortality may be 
nearer 10 per cent than the 23 per cent 
shown in the table. 

Neonatal mortality, on the basis of 
the same type of evidence, approximates 
in 1960 a level consistent with the trend 
during 1950-57. If confirmed by final 
figures for 1960 the elevation of neonatal 
mortality might be regarded as elimi- 
nated. The 1.1 per cent decrease in rate 
annually between 1950 and 1957 repre- 
sents the smallest relative reduction in 
rate in any period of comparable length 
since 1936. 

Widening differences in neonatal risks 
between white and nonwhite infants, and 
substantial differences among the several 
States, and between newborn in metro- 
politan and in other counties represent 
potentialities for reducing the neonatal 
death rate. 


IMPACT ON INFANT POPULATION 


In order to plan measures to promote 
more rapid reduction of infant mortality, 
identification of the groups of infants 
for whom risks are high is essential. 
Some clues are available from vital- 
records data of recent years. 

Among infants less than a day old, 
reduction in mortality rate during 1950- 
57 was insignificant, though relatively 
large decreases in the rate were made 
from 1943 to 1950 (12.1 per cent in 
toto) and from 1936 to 1943 (23.2 per 
cent in toto). The mortality rate for 
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Raudixin-the cornerstone of antihypertensive therapy- 
helps relieve the pressures in your patients—helps 
relieve the pressures on your patients / 50 and 100 mg. tabiets 
whole root rauwolfia for exceptional patient response 


Squibb Whole Root Rauwolfia Serpentina/‘RAUDIXIN’® 1S A SQUIBB TRADEMARK 
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new Clinical report! 


in atrial fibrillation 
RAPID LASTING CONVERSION 
ON SIMPLE DOSAGE SCHEDULE 


DURA-TAB 


the only Sustained Medication* Quinidine Gluconate 5 gr. (0.33 Gm.) 


Stewart! found the “significantly prolonged therapeutic serum quini- 
dine levels’’ with QUINAGLUTE DURA-TAB S.M. provide... 


1. Rapid, lasting conversion of sinus rhythm to normal with q. 8 h. 
dosage, in almost all patients with atrial fibrillation. 
2. Efficient maintenance of converted patients on q. 12 h. dosage. 


Other advantages of QUINAGLUTE DURA-TAB S.M. 21° 

e Better toleration because quinidine gluconate is more soluble 
and less irritating to the G.I. tract than the sulfate. 

e Uniform efficacy with a markedly reduced tendency to recur- 
rence of arrhythmias because there is no let-down in quinidine 
serum levels. 


QUINAGLUTE DURA-TAB S.M....a quinidine of choice in atrial 
fibrillation, auricular tachycardia, flutter. 
Bottles of 30, 100 and 250 scored tablets. 


Samples and literature — write... ao 
WYNN puarmacat corPorRATION 
Lancaster Avenue at 5lst Street, Philadelphia 31, Pa. 

Page 821 


1. Stewart, J. T.: Amer. J. Cardiology Nov. 1960. 2. Bellet, S.; Finkelstein, D., and Gilmore, 
H.: A.M.A. Arch. Int. Med. 100:750, 1957. 3. Bellet, S.: Am. Heart J. 56:479, 1958. 
4. Bellet, S.: Amer. J. Cardiology 4:268, 1959. 5. Finkelstein, D.: Penn. M, J. 61:1216, 
1958. 6. DiPalma, J. R.: Progress in Cardiovascular Dis. 7:663. 1960. 7. Orgain, E. S.: 
Progress in Cardiovascular Dis. 2:343, 1960. 8. Bellet, S.: New England J. Med. 262:979, 
1960. 9. Goldman, M. J.: Progress in Cardiovascular Dis. 2:465, 1960. 10. Greif, E. and 
Scheuer, J.: J. Mt. Sinai Hosp. Nov./Dec. 1960.. 


also available: INJECTABLE QUINAGLUTE 


*U.S. Patent 2895881 
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nonwhite infants less than a day old 
increased during 1950-57 by 1.4 per cent 
annually, the rise becoming evident as 
early as 1952. 

The death rates for infants of 1 week 
to 3 months of age also dropped more 
slowly during 1950-57 than in previous 
periods. For infants of 1 to 3 weeks of 
age (7-27 days) the decrease in rate 
between 1950 and 1957 was 8 per cent, 
as compared with 45 per cent between 
1943 and 1950; for those of 1 month to 
3 months the drop was 10 per cent 
between 1950 and 1957, but 41 per cent 
from 1943 to 1950. In the latter age 
group, in 1958, the rate—4.2 deaths per 
1,000 live births—was 14 per cent higher 
than the rate to be expected from the 
trend for that age group during 1950-57, 
a 2 per cent decrease in rate annually. 

The nonwhite group showed much 
less improvement than the white group, 
although nonwhites had‘a higher mor- 
tality rate to begin with and so greater 
room for improvement. In fact, among 
nonwhite infants 1 week to 3 months 
of age no clearly defined trend of re- 
duction during 1950-57 was evident. 


During this period about 38 per cent 
of infant deaths occurred on the first 
day of life, and nearly 1 in 4 at ages 
1 week to 3 months. Thus about 3 out 
of 5 infant deaths occurred at the ages 
in which there had been marked slowing 
down of the decrease in infant mortality. 
The fact that in these early age groups, 
in which the large proportion of infant 
deaths occurred, the death rates have 
failed to decline at the same pace as 
previously has had a strong deterrent 
effect in the overall reduction of infant 
mortality. 

Reduction in, mortality of infants of 
all ages in metropolitan counties during 
1950-57 has been half as rapid as among 
infants in nonmetropolitan counties, 1.3 
per cent decrease annually as compared 
with 2.7 per cent. Nonwhite infants in 
metropolitan counties for whom the in- 
fant death rate was 66 per cent higher 
than for white infants in 1950 and 92 
per cent higher in 1958 showed no 
decrease in mortality during 1950-57, 
the rate remaining in the neighborhood 
of 40 deaths per 1,000 live births. In the 
nonmetropolitan counties, mortality rates 
for nonwhite infants were even higher 
and showed only slight and doubtful 
improvement. 


In 1958 State infant mortality rates 
ranged from a low of 21.3 per 1,000 live 
births in Rhode Island to 41.0 in Mis- 
sissippi. Rhode Island also had the lowest 
neonatal mortality rate, 15.7, while the 
maximum rate of 30.2 was recorded for 
the District of Columbia. For the United 
States as a whole, infant mortality was 
27.1 and neonatal mortality was 19.5. 


State differences were wider in the 
case of mortality of infants 1-11 months 
of age. The lowest postneonatal rate, 
4.9 per 1,000, was for Connecticut; the 
highest, 16.1 in Mississippi. Still higher 
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Popular 
Desk 
Model 


Aneroid 


Simple wall 
mounting of the 
Tycos Aneroid 
permits use either 
way —as a desk 
instrument or 
securely mounted 
on wall. 


...now available as Convenient 
Wall-mounted Aneroid 


A lot of doctors really went for the original desk model TYCOs Aneroid. 
And now you can have the same fine quality instrument that adapts easily 
to wall mounting. 

The TYCOs Desk-Wall Aneroid has a 5” case of solid walnut with satin- 
finished brass trim. Its sturdy easel adjusts the 334” dial to the most con- 
venient reading angle. Mounted on the wall of your examining room, 
inflation parts can be stored ready for use right on the bracket. Wall 
mounting prevents damage to the aneroid, also means added convenience. 
You might even recommend one of these new TYCOS Aneroids for use 
in your hospital’s recovery room. 

Place your order now. The new TYCOS Aneroid is available with the new 
improved Velcro 80 cuff. No. 5096, $56.50 with either Hook or Velcro 80 
cuff. Taylor Instrument Companies, Rochester, N. Y.; Toronto, Ontario. 


Taylor Lustruments MEAN ACCURACY FIRST 
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WHAT'S AND SPECIFIC 


FOR INTERMITTENT 
CLAUDICATION 


INCREASES AND MAINTAINS BLOOD FLOW FOR 10-12 HOURS 

STRIKING RELIEF OF PAIN Roniacol Timespan eases the pain and markedly increases activity range in inter- 
mittent claudication.! Action: specific dilation of peripheral vessels.1 Result: Roniacol increases blood flow 
to ischemic extremities.24 Improved circulation also helps reduce the danger of gangrene>’—a common 
complication of obliterative vascular disease. 


MORNING DOSE EFFECTIVE ALL DAY New, sustained-release Roniacol Timespan brings convenience and con- 
tinuity in the treatment of intermittent claudication—precludes forgotten midday doses, and permits day- 
long or nightlong symptomatic relief with one dose in the morning, another at night. 


NO CONTRAINDICATIONS—NEGLIGIBLE SIDE EFFECTS Unlike sympathetic blocking agents, Roniacol is selective 
—produces no cardiac stimulation, no hypotension, no gastrointestinal stimulation®:°—may be used safely 
in the presence of gastritis, peptic ulcer or coronary disease. Of 264 patients on Roniacol Timespan, only 
thirteen experienced side effects—none of them major. 


RONIACOL TIMESPAN tablets are recommended for convenience of therapy in conditions associated with defi- 
cient circulation; e.g., peripheral vascular disease, including generalized arteriosclerosis, cerebral arterio- 
sclerosis, varicose ulcers, decubital ulcers, chilblains, diabetic endarteritis, Meniere’s syndrome and vertigo 
due to impaired cerebral circulation. 


DOSAGE—One or two Roniacol Timespan tablets in the morning and at night. 

SUPPLY—Tablets of 150 mg, in bottles of 50. When prolonged effects are not desired, prescribe Roniacol Tartrate tablets, 50 mg, or Roniacol 
Elixir, 50 mg per teaspoonful (5 cc). 

REFERENCES: 1. Reports on File, Roche Laboratories. 2. E. C. Texter, et al., Am. J. M. Sc., 224:408, 1952. 3. M. M. Fisher and H. E. Tebrock, New 
York J. Med., 53:65, 1953. 4. |. H. Richter, et al., New York J. Med., 51:1303, 1951. 5. S. S. Samuels and E. D. Padernacht, Angiology, 1:236, 1950. 
6. G. Kagan, Lancet, 2:53, 1959. 7. S. S. Samuels, Angiology, 1:46, 1950. 8. C. M. Castro and L. De Soldati, Angiology, 4:165, 1953.9. R. M. N. Crosby, 
Am. J. M. Sc., 225:61, 1953. 10. J. Dosdos and G. E. Arnold, Eye Ear Nose & Throat Month., 38:1035, 1959. 

Roniacol® —brand of beta-pyridyl carbinol. Timespan® 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc * Nutley 10, N. J. 


RONIACOL 


Tartrate 


TIMESPAN 


SAFE, SPECIFIC PERIPHERAL VASODILATOR IN THE NEW SUSTAINED-RELEASE FORM 
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to control inflammation, swelling 
and pain in ACCIDENTAL TRAUMA 
and general surgery" 


In a study of 491 cases that included 47 fractures, 
45 tonsillectomies, 61-herniotomies and 31 cyst re- 
movals, it was concluded that: ‘chymotrypsin re- 
duces or prevents traumatic and surgical edema 
and hematoma, accelerates absorption of blood and 
lymph effusions, reduces pain, promotes wound- 
healing, and may enhance or augment the action 


94 
of antibiotics. 


route to 
1. Cigarroa,.LG.: J. Internat. Coll. Surgeons 34:442, faster 
1960. 2. Teitel, L. H., et a/.: Indust. Med. 29:150, s 

1960. 3. Billow, B. W., et a/.: Southwestern Med. healing at 


41286, 1960. any location 


ARMOUR PHARMACEUTICAL COMPANY 
KANKAKEE, ILLINOIS ° Armour Means Protection 


CHYMAR 


now 


for one thing 


THE SUPERIOR SYSTEMIC ANTI-INFLAMMATORY ENZYME 


Chymar Aqueous and Chymar (in oil) contain chymotrypsin, a 
proteolytic enzyme with systemic anti-inflammatory and antiede- 
matous properties. ACTION: Reduces inflammation of all types; 
reduces and prevents edema except that of cardiac or renalorigin. 
hastens absorption of blood and lymph extravasates, restores local 
circulation; promotes healing; reduces pain. INDICATIONS: 
Chymar ts indicated in respiratory conditions to liquefy thickened 
secretions and suppress inflammation of mucosa and bronchiolar 
tissue, in accidental trauma to speed reduction of hematoma and 
edema, in inflammatory dermatoses to ameliorate acute inflam- 
mation in conjunction with standard therapies; in gynecologic 
conditions to suppress inflammation and edema and stimulate 
healing, in surgical procedures to minimize surgical trauma with 
inflammation and swelling; in genito-urinary disorders to reduce 
pain and promote faster resolution, in ophthalmic and otorhinol- 
aryngic conditions to lessen hematoma, edema and inflammatory 
changes; in dental procedures to lessen pain and gum tissue 
trauma, with inflammation and swelling, in reaction to extractions 
or surgery. PRECAUTIONS: Chymar and Chymar Aqueous are for 
intramuscular injection only. Although sensitivity to chymotrypsin 
is uncommon, allergic or anaphylactic reactions may occuras with 
any foreign protein. The usual remedial agents should be readily 
availabie in case of untoward reaction. Precautions (scratch test- 
ing for Chymar, scratch or intradermal testing for Chymar Aqueous) 
should be exercised in those patients with known or suspected 
allergies or sensitivities. DOSAGE: 0.5 cc. to 1.0 cc. deep intra- 
muscularly once or twice daily, depending on severity of condition. 
Decrease frequency as course of condition is altered. In chronic 
or recurrent conditions, 0.5 cc. to 1.0 cc. once or twice weekly. 
SUPPLIED: 5 ce. vials, 5000 Armour Units of proteolytic activity 
per cc. 


© Jan. 1961, A. P. Co. 
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Caroid and Bile ot Tablets correct We Ore by = 
protein digestion, increasing the flow of bile into the gut, and stimulating 
peristalsis. two tablets two hours after breakfast and at bedtime. 


Caroid’& Bile Salts Tablets -digestant-choleretic -laxative. 


American Ferment Division, Breon Laboratories, Inc., New York 18, New York 
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double 
trouble 
of the a 
| g.i. tract? 


d lla | a cti 


10 mg. oxyphencyclimine 
in th é the inherently 
long-acting anticholinergic 
th e r q pe uti c plus 25 mg. aTARAX®t 
the tranquilizer 
tt k that does not stimulate 
a ac gastric secretion 


ENAR 


A SENTRY FOR THE G.I. TRACT B.1.D. 


Proven effective for continuous relief of both physical and emotional aspects of G.I. disease — 
hypermotility, hyperacidity, and hyperemotivity. One tablet b.i.d. provides 24-hour control of 
symptoms in peptic ulcer, gastritis, gastroenteritis, colitis, functional bowel syndrome, duodenitis, 
hiatus hernia (symptomatic), irritable bowel syndrome, pylorospasm, cardiospasm, biliary tract 
dysfunctions, and dysmenorrhea. ENARAX has been successful in 92% of cases.'-? Let your G.I. 
patients profit from its dual, full-time therapeutic action. 


Dosage: One-half to one tablet twice daily — preferably in the morning and before retiring. The maintenance 
dose should be adjusted according to the therapeutic response. Use with caution in patients with prostatic 
hypertrophy and only with ophthalmological supervision in glaucoma. Supplied: In bottles of 60 black-and-white 
' scored tablets. Prescription only. 


References: 1. Hock, C. W.: Am. J. Gastroenterol. 34:293 (Sept.) 1960. 2. Leming, B. H., Jr.: Clin. Med. 6:423 (Mar.) 
1959. 3. Data in Roerig Medical Department files. tbrand of hydroxyzine 


New York 17, N. Y. a 
FOR HEMATOPOIETIC STIMULATION WHERE OCCULT BLEEDING Division, Chas. Pfizer & Co., Inc. 
IS PRESENT HEPTUNA® PLUS THE COMPLETE ANEMIA THERAPY Science for the World’s Well-Being™ 
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... rigidity, tremors, and contractures — all 
respond to the long, cumulative action of 
COGENTIN (a bedtime dose often controls 
symptoms for 24 hours'). COGENTIN also 
exerts “a highly selective action against... 
fixed facies, dysphonia, dysphagia, faulty 
posture, muscle cramps, and ‘freezing’ of 
the legs.””? Parkinsonism due to tranquilizer 
therapy “is easily alleviated by COGENTIN,”” 
even after other drugs fail.* 


Dosage: Dosage must be individualized. In arteriosclerotic, 
idiopathic, or postencephalitic parkinsonism, the usual dos- 
»/ age is 1 to 2 mg. daily, with a range of 0.5 to 6 mg. daily. 
In parkinsonism induced by phenothiazines or rauwolfia 
compounds, the recommended dosage is 1 to 4 mg. once or 
twice a day. 
Additional information on CoGENTIN is available to physi- 
cians on request, 
Now available: Injection CoGENTIN, 1 mg. per c¢., ampuls 
of 2 cc. Also available: Tablets CoGENTIN (quarterscored), 
2 mg., bottles of 100 and 1000. 
References: 1, A.M.A. Council on Drugs: New and Non- 
official Drugs 1959, Philadelphia, J. B. Lippincott Company, 
1959, p. 262. 2. Doshay, L. J.: J.A.M.A. 162:10381, 1956. 
8. Ayd, F. J.: Clin. Med. 6:887, 1959. 4. May, R. H.: Am. J. 
Psychiat. 116:860, 1959. 
CocENTIN is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME 
y Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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Ethyl! Chloride spray in therapeutic treatment 
of muscular spasms, strains, sprains, lumbago 
In addition to its use as a local and general anesthetic, Gebauer’s 
Ethyl Chloride has been successful in treatment of cases involving 
musculoskeletal pain (“painful motion’’) and other painful states. 
Clinical studies indicate cases where both temporary and perma- 


nent relief have been recorded. ETHYL CHLORIDE 


GEBAUER 


CHEMICAL COMPANY 
Makers of: 
FLURO- ETHYL 


For additional information and a summary 
of clinical results, write: Gebauer Chemical 
Company, 9410 St. Catherine Avenue, Cleve- 
land 4, Ohio. 


A TAX DEDUCTIBLE VACATION WITH PAY 


VACATION —A respite in beautiful 
COLONIAL WILLIAMSBURG VIRGINIA 
IN THE SPRING TIME. TOURS, GOLFING, SWIMMING 


PAY — 55th ANNUAL MEETING of the 
VIRGINIA OSTEOPATHIC MEDICAL ASSOCIATION 
THE LODGE—Williamsburg, Virginia 


MAY 26, 27, 1961 


Tentative Program Schedule 
Friday 8:00-9:00 Registration 
9:00-9:30 Continental Breakfast for Registrants (in Exhibit Hall) 
9:30-10:20 Dr. David Patriquin 
10:20-11:10 Dr. Charles L. Naylor 
11:10-12:00 Dr. J. Milton Zimmerman 


12:00-1:30 LUNCH 

1:30-2:00 Educational Film 

2:10-3:00 Dr. Roy J. Harvey (Evaluation of the Physical Examination) 
3:00-3:50 Dr. John L. Chariton, Jr. (Clinical Management of Toenail Problems) 
3:50-4:40 Dr. David Patriquin 

6:00-7:00 HOSPITALITY HOUR—THE INN 

7:00-9:00 BANQUET 


9:00-12:00 DANCING AT THE LODGE 


Saturday 8:30-9:00 Continental Breakfast for Registrants (in Exhibit Hall) 
9:00-9:50 Dr. Chariton (Common Foot Problems) 
9:50-10:40 Dr. Harvey 
10:40-11:30 Dr. Patriquin 
11:30-12:20 Dr. Zimmerman 


Make reservations now at 
Williamsburg Lodge or the Motor Court for the meeting of the 


VIRGINIA OSTEOPATHIC MEDICAL ASSOCIATION 


_the digestive system, and accidents— 


rates were recorded for the Virgin 
Islands, 20.4, and Puerto Ricn 26.9 


CAUSES OF DEATH 


The tabulated causes of deaths give some ee 
help in understanding recent trends jn 
infant mortality, since they identify to 
some extent the morbidity groups with 
stationary or rising death rates. 

About two-thirds of all infant deaths 
are from prenatal and natal causes, which 
include conditions such as immaturity, cal 
postnatal asphyxia and atelectasis (im- 
perfect expansion of lung at birth), con- 
genital malformations, birth injury, and 
certain other conditions, including hyaline 
membrane. Ninety per cent of the deaths 
attributed to these cause categeries occur 
in the first month of life; about two out 
of three of these are of prematurely 
born infants. Progress in decreasing the 
death rate for these causes has been 
much slower than for postnatal causes, 
Between the periods 1950-53 and 1954- wines 
57 the rate for prenatal and natal causes, 
18.6 per 1,000 live births, was reduced 
only 4.3 per cent, while for postnatal 
causes the reduction in rate was 10.3 
per cent—from 6.8 to 6.1. Among non- 
white infants the rate for prenatal and : 
natal causes increased slightly, from 22.5 ¢ 
to 22.7. 

While in general during 1950-57 de- 
crease occurred in infant mortality from 
postnatal causes—such as certain infec- 
tious and parasitic diseases, diseases of 


death rates from infections of unidentified 
types showed small but continuing. in- 
creases. These included: pneumonia of 
the newborn, which increased in rate 
per 100,000 live births 5 per cent be- 
tween the periods 1950-1953 and 1954- 
1957, primarily in the nonwhite group; 
acute upper respiratory infection, bron- 
chitis, and related infections, which in- 
creased 6 per cent; meningitis, except 
meningococcal and tuberculous, 5 per 
cent; “other infections of the newborn,” 
53 per cent; and septicemia and pyemia, 
48 per cent. Jointly these infections dur- 
ing 1950-53 accounted for 5,159 deaths 
annually, or 137 per 100,000 live births. 
During 1954-57 the annual toll increased 
to 6,248 infant deaths, or 152 per 100,000 
live births. Had the death rate for these 
causes decreased at about the pace of 
the death rate for infectious and parasitic 
disease as a whole, the lives of approxi- 
mately 2,500 infants annually in 1954-57 
would have been spared. 


HYPOTHESES FOR STUDY 


While we know something about the 
ages at which infants have been dying, 
the places where they have been dying. 
and the chief causes of death, we need 
to know much more before we can 
outline a control program. State and 
local studies are needed in which clinico- 
pathologic data, collected and evaluated 
by medical committees, and vital records 
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meprobamate in sustained-release form. 


After a history and a physical ruled out organic disease, 
the physician diagnosed the case as recurring states of 
anxiety. To relieve these symptoms for this busy, on-the-go" 
housewife, he prescribes Meprospan-400, the only 


Calm and siiaaak the patient is no longer upset by th the 
pressures and irritations met in everyday life, nor is she 
likely to be incapacitated by autonomic disturbances, 
drowsiness, ataxia or other untoward reactions. 


Peacefully aii, the patient enjoys beneficial rest... 
Meprospan-400 has relieved the tensions that previously 
prevented sleep or kept her tossing and turning through- 
out the night. 


As directed, the patient takes one Meprospan-400 capsule 
at breakfast. Her symptoms of tension and nervousness 
are soon relieved, and she will not have to remember to 
take another capsule until dinnertime. 


Alert and attentive, the patient participates in a P.T.A. 
meeting, following her second capsule of Meprospan-400 
taken with the evening meal. Meprospan-400 does not 
decrease her mental efficiency or interfere with her normal 
activities or behavior. 


most widely prescribed tranquilizer . . . 
most convenient dosage form . 


ONE CAPSULE LASTS 12 HOURS 


Meprospan-400 


400 mg. MILTOWN® SUSTAINED-RELEASE CAPSULES 


Usual dosage: One at breakfast lasts all day, one capsule with 
evening meal lasts all n ‘oh. Supplied: Meprospan-400, each yi 
topped sustained-release capsule contains 400 mg. Miltown. 
available: Meprospan-200, each yellow-topped sust 

sule contains 200 mg. Miltown. For children: Capsules can be aunt 
and the coated granules mixed with soft foods or liquids. 

Both potencies in bottles of 30. 


Samples and literature available on request. 
Qy WALLACE LABORATORIES / Cranbury, N. J. 
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Cumulative Index to The Journal of the 
A.0.A., Volumes 1 through 55, page 5 


i Union List of Osteopathic Books Held 
by Osteopathic Libraries, page 325 


Now available 
the first 50-year 
Cumulative Index 
and Union List 


A practical and long-needed aid to the osteopathic physician, student, historian, and research worker, 
the Cumulative Index lists original articles and editorials published in The Journal of the American 
Osteopathic Association from September, 1901, to August, 1956. The Union List includes titles and 
authors of the books concerned with osteopathic medicine and books written by members of the 
osteopathic profession, which are in the libraries of the osteopathic colleges and the A.0.A. 


The price is *5.00. This low price has been made possible by the contribution from The Foundation 
for Research of the New York Academy of Osteopathy toward the cost of production. 


Send your order to the American Osteopathic Association, 212 East Ohio Street, Chicago 11, Illinois 
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IT MAY BE EARLY OSTEOARTHRITIS 


The favored corticoid-salicylate compound. For more effective and comprehensive, 
yet conservative, treatment than either steroids or salicylates alone... the outstanding anti-in- 
flammatory effect of prednisone’...the supportive antirheumatic action of aspirin*?.to bring rapid — 
pain relief and quiet the inflammatory process. SIGMAGEN offers less likelihood of treatment- 

terminating side effects.? SIGMAGEN is available in bottles of 100 and 1000. 


METICORTEN® (prednisone)......safer, reduced dosage....... 
Acetylsalicylic acid. Supportive anti-inflammatory-analgesic....... 
Aluminum hydroxide ............a buffer for better toleration . 

Ascorbic acid supplementation 

References: 1. Cohen, A., et al.: J.A.M.A. 165:225, 1957. 2. Spies, T. D., et al: J.A.M.A. 159:645, 1955. 
3. Stecher, R. M.: Panel Discussion, Ohio M. J. 52:1037, 1956. 
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Peri-Colace meets 

the three major criteria 

for an effective laxative 

as established by physicians’ 


1. clinically | 
proven 
effectiveness 


2. predictable 
action 


8. freedom from 
griping or 
other wrritating 
side effects 


*Results of a survey of over 
1,000 physicians conducted by 
the Bureau of Research, Inc., 
555 W. Jackson Blvd., Chicago 
6, Illinois (April, 1960). 


\ Mead Johnson 
Laboratories 


Symbol of service in medicine 
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in geriatric patients 


Anthraquinone derivatives from cascara and dioctyl sodium sulfosuccinate, Mead Johnson 


eliminates the enema and straining at stool 


In geriatric patients,'’ Peri-Colace promptly, yet gently, induces bowel 
» movements— satisfactory evacuation without straining. It helps to elim- 
inate the use of enemas for bedfast patients, even where fecal impaction 

is a complicating factor.’ 


Experience in practice’? has shown the unusual dependability of 
Peri-Colace in elderly patients with a wide variety of illnesses compli- 
cated by constipation. In many of these, muscular strength is insufficient 
to effect a bowel movement.” With Peri-Colace, a soft, easily passed stool 
is evacuated within 8 to 12 hours. 


With Peri-Colace, “...side effects such as griping are reduced to a 
minimum.’ 


References: (1) Smigel, J. O.; Lowe, K. J.; Hosp, P. H., and Gibson, J. H.: M. Times 86:1521-1526 
(Dec.) 1958. (2) Napp, E. E., and Donnenfeld, A. M.: J. Am. Geriatrics Soc. 8 :858:860 (Nev.) 1960. 
(3) Broders, A. C., Jr.: Am. J. Digest. Dis. 2:483-486 (Sept.) 1957. 
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for GERIATRIC 
CONSTIPATION 


Borcherdt's 


MALT EXTRACT 


is gentle, safe, sure, dietary 


It's available in two forms, liquid and 
powder, but most adults prefer the mild 
tasting powder. It dissolves instantly in 
milk, water or juices. It promotes aciduric 
flora in the lower bowel which helps re- 
store normal function. Long term treat- 
ment produces no side effects. Diabetic 
patients should allow for 60 calories for 
each tables ul. 
Hootnick(') reports, “Stools became soft 
in all patients and, within one week, bowel 
evacuations were accomplished with ease. 
Most patients liked the taste of the prod- 
uct, and the majority of them reported a 
feeling of well-being.” 
Cass and Frederik © also that 

“Malt Soup Extract d soft, easily 
evacuated any side effects 
in pated elderl P 
Marshall (*) found it “a simple but hi 
effective treatment for chronic pa 
tion in patients of all ages.” 

Dose: 2 tablespoonfuls twice a day. Avail- 
able, liquid and powder, 8 ounce and 16 
ounce bottles, at pharmacies. 

Send for clinical samples 

(1) Hootnick, H. L.: Jnl. Amer. Ger. Soc., 4:1021- 
1030, 1956. (2) Cass, L. J. and Frederik,W. "8.: Jal. 
Lancet, 73: 414-416, 1963. (3) as So. Dak. 
Med. & Pharm. 8:151 3153, 1 


Borcherdt 


217 North Wolcott Avenue, Chicago 12, lilinois 
in Canada: Chemo-Drug Co., Ltd., Toronto, Ont. 


WW GHRONIC URINARy 
TRACT INFECTIONS 


Soothes... Burning Urination 
GLEARS...Infected Urine 


Urolitia is bacteriostatic, bactericidal, non- 
toxic, does not produce drug-fastness, pro- 
vides simple dosage, and is economical for 
long term therapy. 

Urolitia rapidly controls E. coli, S. albus, 
and S. aureus infection. Its soothing action 
is due to the prompt release of Triticum and 
Zea extractives by the kidney into the in- 
flamed bladder. 

Samples on Request 
Urolitia is especial, 


prostate, in whom steril 
urine cannot be expected. 


CONTAINS NO DYES 
Urolitia—each tablespoonful contains; 


Dese: 1 Ths. in % cup warm water % hr. 8.c. and h.s. 
Decrease dose after second day. 
Supplied: Bottles of 8 fl. oz. 


BORCHERDT COMPANY 


Chicago 12, Ilinors 


217 North Wolcott Avenue 
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data can be correlated with information 
about the mother’s health, the family’s 
level of living, and the medical services 
provided to the mother and infant. 

Some of the questions needing answers 

are: 
To what extent is the rather stationary 
rate on the first day of life during the 
1950’s a result of more nearly complete 
birth and death registration, particularly 
of very small infants? e To what extent 
is the rising death rate of the first day 
for the nonwhite group related to an 
increase in incidence of prematurity? e 
While prematurity among white infants 
decreased during the 1950’s from 7.2 
per cent to 6.8 per cent in 1958, it 
apparently increased in the nonwhite 
group from 10.4 per cent in 1950 to 12.9 
per cent in 1958. 

During 1950-58 nearly a million non- 
white persons left the South, going par- 
ticularly to industrial and commercial 
centers in other geographic areas. In 
general this migration had the effect of 
increasing hospitalization for delivery, 
and perhaps of adding to the complete- 
ness of registration of infant deaths and 
premature births, providing truer, though 
higher, estimates of mortality. 

Data from the District of Columbia 
illustrate the effects in large cities of 
changes in population since 1950. Though 
the metropolitan area has grown by one- 
half million since 1950, the central city 
contributed only 5,000 to that increase. 
Though the proportion of white to non- 
white births changed little in the entire 
metropolitan area—about 3 per cent in- 
crease in nonwhite births between 1950 
and 1957—the picture was entirely dif- 
ferent in the core city, where among resi- 
dents, white births dropped from 56 per 
cent to 35 per cent and nonwhite births 
rose from 44 per cent to 65 per cent. In 
suburbia the percentage of white births 
rose from 90 per cent to 92 per cent; 
the nonwhite dropped from 10 per cent 
to 8 per cent.1 


What proportion of premature births and 
of infant deaths are associated with lack 
of prenatal care? e Again the District 
of Columbia provides an example. In 
1952, 30 per cent of the births at the 
D.C. General Hospital, the public hos- 
pital, were without prenatal care; by 
1956 the percentage without prenatal 
care had risen to 47 per cent and it 
remained at that level in 1957 and 1958. 
Of the women delivered at the D.C. 
General Hospital in 1956, the neonatal 
mortality for those without prenatal care 
was 41.6. (In the District as a whole 
in 1956 it was 23.9 for the total popula- 
tion; for the nonwhite population, 28.9.) 
In 1957, when 12.2 per cent of the 
births at the hospital were premature, 
21.5 per cent of the mothers who had 
not had prenatal care gave birth to 
premature babies, as compared with 10.2 
per cent of the mothers who had had 
prenatal care.1 


Alkalol 


For mucus membranes 
bland, effective 


Write for sample 
THE ALKALOL COMPANY 
TAUNTON 23, MASS. 


Ideal Folding Table 


For Home and Office 


Height 2714” Length 69” 
Weight 32 lbs. Width 22” 


Price $42.50 


(Paratex and felt) 2” Paratex padding 
$12.50 additional 


American Osteopathic Assn. 


212 E. Ohio St., Chicago 11, Illinois 
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4 CROWNING GLORY CAN BE A CROWN OF THORNS... .That hairdo 
would stop trafic on a Los Angeles freeway. But it won’t stop dandruff—as the 
lady soon will learn. She’ll still be tormented by an itching, burning scalp. (Can’t 
even scratch without messing up her beehive.) Small problem? r 
Perhaps. But to the person who has tried everything —who has SELSUN 
scrubbed and scratched, and worried and winced, month after SUSPEN SION 


fruitless month—a prescription for Selsun can be a real blessing. Selenium Sulfide, 
And that holds true for 95% of your dandruff patients who try it. 
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The Right Amount of Iron 


(Elemental lron—210 mg.) 
Pius Therapeutic B-Complex 


Anemia in convalescence 


another indication for Filmtab® IBEROL 


(Vitamin Bi2, Iron, with other Vitamins, Abbott) 


potent antianemia therapy plus therapeutic B-complex 


2 Iberol Filmtabs a day supply: 


Ferrous Sulfate, U.S.P..... 1.05 Gm. 


Cobalamin (Vitamin Bi2).... 25 mcg. 


Liver Fraction 2, N. F....... 200 mg. 
Thiamine Mononitrate........ 6 mg. 


Pyridoxine Hydrochloride..... 


Calcium Pantothenate........ 6 mg. 
Plus Vitamin C 
Ascorbic Acid............. 150 mg. 


Filmtab—Film-sealed tablets, Abbott. 


Note: Iberol®-F with 1 mg. of Folic Acid 
in each Filmtab is available on your 
prescription. 
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INFANT DEATHS PER 1,000 LIVE BIRTHS 


Neonatal 


Per cent excess of recorded over projected rate 


Recorded rate 


Projected rate assuming annual percentage reduction 


prevailing in 1950-57 (1.1%) 
Postneonatal 


Per cent excess of recorded over projected rate 


Recorded rate 


Projected rate assuming annual percentage reduction 


prevailing in 1950-57 (3.3%) 


Provisional. 


1957 1958 1959 1960 
(Jan.-May) 
+16% +4.8% +3.8% +1.1% 
19.1 19.5 *19.1 *18.4 
**18.8 18.6 18.4 18.2 
+2.9% +11.8% +10.6% +23.4% 
7.6 "73 *7.9 
6.8 6.6 6.4 


®°Estimate of the expected rate in 1957 pursuant to trend, 1950-57. 


What has been the effect on infant 
mortality of the one-third increase in 
number of infants born out of wedlock 
in the United States—from 141,600 in 
1950 to 208,700 in 1958? e What part, 
if any, of the increased mortality from 
“other infections of the newborn,” septi- 
cemia and pyemia, and several other 
categories of infection of undefined eti- 
ology, is associated with hospital-acquired 
staphylococcal disease? @ What part, if 
any, did inadequacy of facilities and 
manpower for maternity care play in 
the infant mortality rates? 

This last question seems especially 
relevant since the great majority of births 


today take place in hospitals—98.2 per 
cent of white births and 81.1 per cent 
of nonwhite births in 1957. 

Data from the American Hospital 
Association show that since 1946 the 
number of births has increased faster 
than the number of hospital bassinets.2 
Since bassinets and maternity beds can 
be presumed to be about equal in num- 
bers, does this mean that in the Nation 
as a whole there is a shortage of mater- 
nity beds? Or, since hospital stay has 
been shortened in recent years, has the 
slower increase in beds been sufficient? 
Have hospital stays in maternity cases, 
perhaps, become too short? 


Between 1946 and 1957 the stay for 
all patients in general hospitals de- 
creased from an average of 9.1 to 7.6 
days, reflecting recent scientific advances 
in medicine and more specific and more 
intensive therapy. For maternity patients 
the average length of stay in 1957 was 
even shorter—4.5 days.3 In some large 
public hospitals the stay for some pa- 
tients was as short as 24 to 48 hours. 
In such instances the lag in growth of 
facilities, lack of personnel, and high 
cost have probably worked together to 
shorten the stay in the hospital. 

Adequacy of maternity beds depends 
also not only on total number of beds 


YOUNG'S 
/ RECTAL 
DILATORS 


For Rectal and Vaginal Use 


Gently stretch tight, spas- 
tic, or hypertrophic sphinc- 
ters. Help train defecation 
reflex, reduce tonus, induce 
mild peristalsis. In gradu- 
ated sizes for progressive 
therapy. Infants: in flex- 
ible rubber. Children and 
Adults: in bakelite. 


Rectally For: 


@ Spastic Constipation 

@ Anal Stricture... Prolapse 
© Post hemorrhoidectomy 

@ Post-fistulectomy 


Vaginally For: 
@ Dyspareunia 
@ Vaginismus 
@ Perineal Repair 


Send for Literature 
F. E. YOUNG AND COMPANY 
8057 Stony Island Ave., Chicago 17, Ill. 
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thermographic raised-letter printing . . . 


coupled with the 
distinction and whiteness of Hammermill and Strathmore 
Bond papers. Embassy Print lends depth and feeling to 
printed work that is almost 3-dimensional — with a sharp, 
velvety-black appearance and quiet richness that profes- 
sional people prefer. The cost is extremely modest. 


THE COLWELL COMPANY, 265 Kenyon Road 
Champaign, Ill. 
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Holding blood loss to a minimum is a medical precept. 
Clinical studies show that lack of capillary integrity causes 
abnormal bleeding four times as often as coagulation defects.’ 


Adrenosem aids capillary integrity by decreasing excessive 
capillary permeability and promoting retraction of severed © 
capillary ends. 

Adrenosem protects against bleeding from 
PREOPERATIVELY Small vessels, thus assuring a clearer 


operative field and minimizing the need 
for transfusions. 


; POSTOPERATIVELY Adrenosem reduces postoperative bleeding. 


SALICYLATE 


(Brand of carbazochrome salicylate) 


Used nonsurgically, Adrenosem controls internal bleeding 
associated with vascular pathosis, as in peptic ulcer, 
telangiectasia, purpura, ecchymosis, ulcerative colitis, and others. 
Contraindications: None at recommended dosage levels—seven 
years’ clinical use, over 15 million doses, and over 35 
published studies prove the safety and effectiveness of 
Adrenosem. 
Supplied: Ampuls, 5 mg. (1 cc.) and 10 mg. (2 ec.) for I.M. injection; 
Tablets, 1 and 2.5 mg.; Syrup, 2.5 mg./5 ce. (1 tsp.) 
1. Haden, R.L., et al.: Ann. N.Y. Acad. Sc. 49:641 (May 11) 1948. 
2. Cheraskin, E.: J. Am. Dent. Assn. 58:17 (April) 1959. 
*U.S. Pat. Nos. 2581850; 2506294 
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but on their distribution. With the rapid 
changes of population in central cities 
the maternity wards of many public 
hospitals in large cities are reported to 
be overcrowded, while the maternity 
census in central city private hospitals 
is going down and in suburban hospitals 
is rising. 

Medical manpower has not kept pace 
with increasing births. Though the num- 
ber of physicians in private practice is 
increasing, the population growth has 
been even greater, so that the ratio of 
physicians to population has been de- 
clining. In spite of the increase in filled 
internships, the disparity between the 
number of available intern positions and 
the number of graduates of American 
medical schools has been growing steadi- 
ly larger each year.* 

“Physicians for a Growing America,” 
the report of a consultant group on 
medical education to the Surgeon Gen- 
eral of the Public Health Service, calls 
the maintenance of the present ratio of 
physicians to population “a minimum 
essential to protect the health of the 
people of the United States,” and states 
that to achieve this the number of phy- 
sicians graduated annually by schools of 
medicine and osteopathy must be in- 
creased from the present 7,400 a year 
to some 11,000 by 1975.5 In 1959 a 
total of 8,269 physicians were licensed 


to practice for the first time in the 
United States.6 

What about nurses? 

Though there was an 87 per cent 
increase in the number of nurses em- 
ployed by general hospitals between 
1946 and 1959, the size of the increase 
is offset by the fact that in 1959 more 
than one-fifth of the professional nurses 
in general hospitals were part-time work- 
ers who were not likely to relieve the 
nursing shortage in some of the more 
critical personnel areas of the hospital 
such as the night shift in the nursery.7 

The growth in the number of practical 
nurses and auxiliary workers in general 
hospitals has been more rapid than the 
increase in professional nurses. Whereas 
in 1946 the ratio of professional to non- 
professional nurses in general hospitals 
was about five to three, by 1959 the ratio 
was reversed in favor of the nonprofes- 
sional nursing staff to approximately one 
professional nurse to 1.1 practical nurse 
and auxiliary worker. One might seriously 
question whether quality of care has 
been affected by this change in the 
nursing staff of hospitals. 


Are community programs of services for 
mothers and infants adequate in cover- 
age and in content? e Between 1950 
and 1957 services under maternal and 
child health programs in the United 


States have increased some. The propor. 
tion of mothers receiving medical-clinjc 
services rose from 48 per 1,000 liye 
births to 56 per 1,000; the proportion 
of mothers receiving public health nurs. 
ing services increased from 71 per 1,000 
births to 104 per 1,000; the proportion 
of infants receiving nursing services 
changed little, from 143 per 1,000 to 
156. Infants attending well-child cop. 
ferences were about 80 per 1,000 in 
1950; 127 per 1,000 in 1957. Service 
rates have increased some since 1957, 
but not enough to fully offset the rise 
in infant mortality. Should the growth 
of these services be speeded up? Are 
they increasing where they are most 
needed? Are additional types needed? 
Central cities face especially difficult 
problems in financing needed public 
services not only for health, but also 
for welfare, housing, and education—al] 
areas relevant to the survival and health 
of infants. Migration of low-income fami- 
lies into, and of middle-income families 
out of cities, has resulted in greater need 
for public services within the cities and 
a reduced tax base to support them. 
District of Columbia material is again 
illustrative. In a board of trade study in 
1958 the median income for suburbia 
was $7,940; for the District, $5,660; for 
the area as-a whole, $6,860. A study 
made by the Census Bureau for the 


You'll want to know more about the new, improved GREER 
colostomy compact completely redesigned in lightweight alu- 
minum and odor free plastic with a minimum of parts, pre-assembled 
for easier handling. Patients appreciate the privacy of the mod- 
ern, waterproof plastic traveling case in which GREER colostomy 
compacts are packed. And you'll approve the revised, fully illus- 


trated instruction folder inclosed with each unit. Sold by surgical American Osteopathic Assn. 


| 212 E. Ohio St., Chicago 11, Illinois 


supply dealers coast to coast. 


JOHN F. GREER CO. a corp., 3805 Broadway, Oakland, Calif. 
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District of Columbia in 1956 revealed 
20.4 per cent of families with income 
less than $3,000 a year—11.6 per cent 
of the white families, 31 per cent of the 
nonwhite; 46.8 per cent with incomes 
below $5,000—30.8 per cent of the 
white, 66.3 per cent of the nonwhite.1 

For the past several years, according 
to birth certificate reports, only 40 per 
cent of births to resident mothers in 
the District of Columbia were attended 
by private physicians while 60 per cent 
were hospital staff cases. Although the 
number of births to residents changed 
little between 1950 and 1958, the 
number occurring at the city hospital 
increased by some 23 per cent. In 1958 
more than 30 per cent of these births 
occurred in the city hospital. These births 
represented 4 per cent of the white births 
and about 47 per cent of the nonwhite 
births in the District. 

With a decreasing ability to tax and 
an increasing need for public services 
and with the ratio of physicians to popu- 
lation declining, cities face a serious 
problem of attacking the weak spots 
behind the mortality figures. This calls 
for more efficient use of medical and 
nursing manpower. 

But no matter how skilled physicians, 
nurses, and other health workers are, 
they alone cannot speed the decline of 
infant mortality. Real progress will re- 


quire the coordinated efforts of repre- 
sentatives of the fields of health, welfare, 
education, housing, and industry to im- 
prove conditions in families in which 
poor nutrition, poor housing, low levels 
of employment, and a large number of 
children combine to create a multiplicity 
of overwhelming problems. 


1. Oppenheimer, Ella: Population changes 
and perinatal mortality. (Paper presented at 
American Public Health Association, October 
1959, to be published. ) 

2. Hospital statistics; non-Federal short-term 
general and other special hospitals (tables 1 
and 9), Hospitals August 1, 1958 (part 2). 

3. U.S. Department of Health, Education, 
and Welfare, Public Health Service: Health 
statistics from U.S. national health survey; hos- 
pitalization, patients discharged from short-stay 
hospitals, United States, July 1957-June 1958. 
—— Health Service Publication No. 584-B7. 

59. 

4, American Medical Association, Chicago: 
Number of physicians classified as to type of 
practice (table 3). In the American Medical 
Directory, 20th ed., 1958. 

5. U.S. Department of Health, Education, 
and Welfare, Public Health Service: Physicians 
for a growing America; report of the Surgeon 
General’s consultant group on medical eduza- 
tion. Public Health Service Publication No. 709. 
1959. 

6. Fifty-eighth annual presentation of licen- 
sure statistics by the Council on Medical Educa- 
tion and Hospitals of the American Medical 
Association: Activities of the Federation of 
State Medical Boards of the United States. 
Journal of the American Medical Association, 
May 28, 1960. 

7. Hospital statistics. Hospitals, August I, 
1960 (part 2). 
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Books received for review during the pe- 
riod from January 5 to February 5 are 
listed below. Reviews will be published 
as space permits. 


THE PHYSIOLOGICAL BASIS OF MEDI- 
CAL PRACTICE. A Text in Applied Physi- 
ology. Edited by Charles Herbert Best, C.B.E., 
M.A., M.D., D.Sc. (Lond.), F.R.C.S., F.R.C.P. 
(Canada), Professor and Head of Department 
of Physiology, Director of the Banting-Best 
Department of Medical Research, University of 
Toronto; and Norman Burke Taylor, V.D., M.D., 
F.R.S. (Canada), F.R.C.S. (Edin.), F.R.C.P. 
(Canada), M.R.C.S. (Eng.), L.R.C.P. (Lond.), 
Professor of the History of Medicine and Medi- 
cal Literature, University of Western Ontario, 
London, Canada; formerly Professor of Physi- 
ology, University of Toronto. Ed. 7. Cloth. Pp. 
1554, with illustrations. Price $16.00. The 
Williams & Wilkins Company, 428 East Preston 
Street, Baltimore 2, 1961. 


GOOD ENGLISH FOR MEDICAL WRITERS. 
By Ffrangeon Roberts, M.A., M.D., F.F.R. Cloth. 
Pp. 179. Price $4.50. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1960. 


ANAESTHETIC ACCIDENTS. The Compli- 
cations of General and Regional Anaesthesia. 
By V. Keating, M.B., B.Ch., D.A., F.F.A. 
R.C.S., Consultant Anaesthetist to the Man- 
chester Regional Hospital Board (Burnley and 
District); formerly Consultant ist and 
Lecturer in Anaesthetics, University College 


FACT 1. Prostatec- 
tomy can often be 
avoided by expectant 
medical treatment.’ 


static hypertrophy.” 


biochemical combination. 


FACT 2. More: than 
50% of men over 45 
develop benign pro- 


FACT 3. Prostall cap- 
sules reduce prostatic 
enlargement in 92% 
of cases.° 


FACT 4. Prostall cap- 
sules effectively re- 
lieve prostatic symp- 
toms as follows: 


for Prostatic 
Hypertrophy 


nocturia 
cy 81%, frequen 
53%, discomfort 71% 
and starting delay 
70%.* 

FACT 5. Prostall 
causes no side ef- 
fects.4 No contraindi- 
cations. 


PROSTALL capsules contain 6 gr. of glycine (aminoacetic acid), alanine and glutamic acid in 


DOSAGE: 2 capsules t.i.d. after meals for two weeks, thereafter 1 capsule t.i.d. for at least 


three months. Repeat if symptoms recur. 


t treatment of benign 
cet 2:684, 1949, 


2. Hinman, F., The obstructive prostate, J.A.M.A. 


1.. Chapman, T.L., Exp 
prostatic enlargement, Lan 


135:136, 1947. 
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3. Feinblatt, H.M., and Gant, J.C., Palliative treat- 
ment.of benign prostatic hypertrophy, J. Maine 
M.A. 49:99, 1958. 


4. Ibid. #3, Southwestern Med. 40:109, 1959. 
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indicated effective 
in all degrees by itself in most 
of hypertension hypertensives 


bell 


nvoroDIURIL with RESERPINE 


HYDROPRES can be used: 


* alone (in most patients, HYDROPRES is the only antihypertensive medication needed.) 


» as basic therapy, adding other drugs if necessary (should other antihypertensive 
agents need to be added, they can be given in much lower than usual dosage so that their side effects are 
often strikingly reduced.) 


» as replacement therapy, in patients now treated with other drugs (n patients 
treated with rauwolfia or its derivatives, HYDROPRES can produce a greater antihypertensive effect. More- 
over, HYDROPRES is less likely to cause side effects characteristic of rauwoifia, since the required dosage 
of reserpine is usually less when given in combination with HydroDIURIL than when given alone.) 


HYDROPRES-25 HYDROPRES-50 


25 mg. HydroDIURIL, 0.125 mg. reserpine. 50 mg. HydroDIURIL, 0.125 mg. reserpine, 
One tablet one to four times a day. One tablet one or two times a day, 


also available: HYDROPRES Cj Ka -50 


50 mg. HydroDIURIL, 0.125 mg. reserpine, 572 mg. potassium chloride, 
One tablet one or two times a day. 


If the patient is receiving ganglion blocking drugs or hydralazine, 
their dosage must be cut in half when HYDROPRES is added. 
For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 
mQo MERCK SHARP & DOHME, pDiviSiON OF MERCK & CO., INC., WEST POINT, PA. 
'  *HYDROPRES, HYDROPRES-Ka, AND HYDRODIURIL ARE TRADEMARKS OF MERCK & CO., INC. 
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Combining a superior muscle relaxan 
~PARAFON promptly alleviates pain and 
stiffness, restores mobility, and accelerates re- 
of relief. PARAFON is effective in mus- 
| ‘rains, myositis, whiplash injuries, low i 
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1. With outstanding effectiveness 


Reported effectiveness of Madribon registers up to 90 per cent in a large 
variety of respiratory, urinary tract and soft tissue infections. Madribon 
proves effective against the following pathogens, including at times some 
strains resistant to older antimicrobial agents: Staphylococcus aureus 
hemolyticus, beta hemolytic streptococci, pneumococci, K. pneumoniae, 
H. influenzae, Ps. aeruginosa, B.-proteus, E. coli, salmonella and paracolon 


2. With a remarkable safety record 


In extensive clinical studies, Madribon has accumulated an unexcelled 
safety record. The total incidence of side reactions with Madribon lies 
below 2 per cent; those that have occurred were generally mild and tran- 
sitory. Unlike other sulfonamides, Madribon is excreted in the urine pri- 
marily as a highly soluble glucuronide which minimizes the occurrence of 
crystalluria and renal damage. 


3. That need be given only once a day 


An initial dose of Madribon quickly produces peak concentrations in the 
blood, which are maintained at a high level over a prolonged period of time. 


4. Which is “kind to the purse” 


Prompt patient response and a low cost-care ratio make Madribon truly 
economical therapy. 
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Division of Hoffmann-La Roche Inc. 
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DOSAGE (Tablets and Suspension) 


For severe infections: 
Adults: 4 tablets, 8 chewable tablets or 8 teaspoonfuls (2 Gm) initially followed by 2 tablets, 4 chewable tablets or 4 teaspoonfuls 
(1 Gm) daily thereafter. 
Children 
Body Weight Initial Dose Daily Dose Every 24 Hours Thereafter 
20 Ibs 0.5 Gm 0.25 Gm 
1 tablet, 2 chewable tablets, 2 teaspoonfuls ¥ tablet, 1 chewable tablet, 1 teaspoonful 
40 Ibs 1Gm 0.5 Gm 
2 tablets, 4 chewable tablets, 4 teaspoonfuls 1 tablet, 2 chewable tablets, 2 teaspoonfuls 
80 Ibs 2Gm 1Gm 
4 tablets, 8 chewable tablets, 8 teaspoonfuls 2 tablets, 4 chewable tablets, 4 teaspoonfuls 
DOSAGE (Pediatric Drops) since renal impairment may cause excessive 


For moderate to severe infections: 

2 drops (25 mg) per ‘pound weight followed by 1 drop 
(12.5 me rz pound body weight oN thereafter. Continue 
therapy for 5 to 7 days or until patient is asymptomatic for at 
least 48 hours. 


For mild infections: Less severe infections will usually respond 
to one-half the above dosage. : 


Caution: The usual precautions in sulfonamide therapy should 
be observed, including the maintenance of an adequate fluid 
intake. In the event of headache, nausea, vomiting, urticaria, rash, 
fever or hematuria, the use of the drug should discontinued, 
When Madribon is used intermittently or for prolonged peri ~ 
blood counts should be performed to determine whether bi 
dyscrasias have occurred. The use of the drug should be stopped 
immediately if alterations in the penny nape system are ob- 
Patients with impaired renal function should be followed 


now-especially for children 


new MADRIBON Chewable Tablets 


CHANGE 


ulation. Madribon should not be administered to 
a a history of adverse reactions to sulfonamide therapy. 
Madribon, like most sulfonamides and certain other drugs, is 
bably contraindicated in premature infants—and newborn 
nfants for the first week of life—because of underdeveloped 
enzyme systems and immature liver and renal functions. 


As a service to the paeaies ian, above is a 
statement of dosage, side forth 
in the basic i literature. 


PACKAGES: Madribon Tablets: 0.5 Gm, double-scored, mono- 
gaat 2 gold colored—bottles of of 30, 100, 250 and 1000. 
dribon rye ey 0.25 Gm/teasp. (5 cc), custard flavored 
bottles of 4 oz and 16 . Madribon Chewable Tablets: 0.25 


Gm oran; scored, monogrammed, peach co 
bottles of 30 and 160. Madribon Pediatric Drops: 250 mg/cc 
(20 drops)—10-cc bottles with drop-dispensing tip. 


GOOD TASTING—orange flavor 
CONVENIENT- no spillage or waste 
ACCURATE DOSAGE—0.25 Gm—scored 
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altains activity 


levels promptly 


DECLOMYCIN Demethylchlortetracycline attains — 
usually within two hours—blood levels more than ade- 
quate to suppress susceptible pathogens—on daily 
dosages substantially lower than those required to 
elicit antibiotic activity of comparable intensity with 
other tetracyclines. The average, effective, adult 
daily dose of other tetracyclines is 1 Gm. With 
DECLOMYCIN, it is only 600 mg. 


TETRACYCLINE TETRACYCLINE 
ACTIVITY ACTIVITY 
WITH WITH OTHER 
DECLOMYCIN TETRACYCLINE 
THERAPY THERAPY 


sustains activity 
levels evenly 


DECLOMYCIN, Demethyichlortetracycline sustains, 
through the entire therapeutic course, the high activ. 
ity levels needed to control the primary infection and 
to check secondary infection at the original—or at 
another—site. This combined action is usually sus- 
tained without the pronounced hour-to-hour, dose-to- 
dose, peak-and-valley fluctuations which charac. 
terize other tetracyclines. 
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yelains activity 


levels 24-48 hrs. 


Ns, DECLOMYCIN Demethylchlortetracycline retains ac- 
iv F tivity levels up to 48 hours after the last dose is 
nd given. At least a full, extra day of positive action may 
at F thus be confidently expected. The average, daily adult 
us § dosage for the average infection—1 capsule q.i.d.— 
. is the same as with other tetracyclines...but total 


dosage is lower and duration of action is longer. 


DAYS OF TETRACYCLINE A DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE B DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE C DOSAGE 


DURATION OF PROTECTION 


DAYS OF DECLOMYCIN DOSAGE 


DURATION OF PROTE 


OMYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


CAPSULES, 150 mg., bottles of 16 and 100. Dosage: 
Average infections—1 capsule four times daily. Severe 
infections—Initial dose of 2 capsules, then 1 capsule 
every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
calibrated, plastic dropper. Dosage: 1 to 2 drops (3 to 
6 mg.) per pound body weight per day—divided into 
4 doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), 
bottles of 2 and 16 fil. oz. Dosage: 3 to 6 mg. per 
pound body weight per day—divided into 4 doses. 


PRECAUTIONS —As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight has been observed in a few patients on DECLOMYCIN. 
Although reversible by discontinuing therapy, patients should 
avoid exposure to intense sunlight. If adverse reaction or 
idiosyncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with 
DECLOMYCIN, as with other antibiotics. The patient should 
be kept under constant observation. 


LEDERLE LABORATORIES 
A Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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Radioisotopic studies’ shed 
new light on coronary artery disease} re: 
In 
Objective finding — in untreated patients; § pjec 
In patients with Pe 
coronary artery disease | my 
who receive no therapy, | hor 
“Myocardial blood flow \ hor 


is significantly... oui 
| decreased....’” dis 


*Important new studies!? at the University of 


Oklahoma School of Medicine utilized advanced ‘ 
radioisotopie techniques to measure myocardial Myocardial blood flow in normal and 


blood flow in normal and arteriosclerotic humans. postcoronary patients 


Range of 
normal myocardial 
blood flow 


Range of 
myocardial 
blood flow 
after infarction 


PERCENT OF CARDIAC OUTPUT 


4 


The method consists of placing this speciall : 
designed scintillation detector on the chest wall Normal myocardial blood flow ranges between 4.7 and 


where it can monitor the passage of radioactive 5.5% of total cardiac output. In patients with previous With 
material through the heart and through the myo- infarction, myocardial blood flow is significantly de retur 
cardial circulation. The new technique appears creased to a range of 3.1 to 3.7%. press 
to be “. . . simple, repeatable, rapid, and non- 

traumatic... 
The results objectively confirm earlier observa- oo 


tions** that the significant increases in myocar- 
dial blood flow produced with PETN (Peritrate) 
in arteriosclerotie patients lasts as long as five bas 
hours after administration. 
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reaffirm that Peritrate 


PERCENT OF CARDIAC OuUTPUT 


increases myocardial blood flow 


Objective finding — in Peritrate-treated patients: 

Peritrate “...produces a prolonged increase in 
myocardial blood flow beginning within one 
hour after ingestion and lasting up to five 
hours, without producing changes in cardiac 
output, in patients with arteriosclerotic heart 
disease with previous infarction.” 


Peritrate safely increases and sustains myocardial 
blood flow in postcoronary patients. = 


PERCENT OF CARDIAC OUTPUT 


4 HR. 5 HR. 


1 HR. 2 HR. 3 HR. 


Within one hour after administration of Peritrate 20 mg., myocardial blood flow 
returns to near normal range without significant change in cardiac output, blood 
pressure or pulse rate. 

References: 1. Johnson, P. C., and-Sevelius, G.: Measurement of myocardial blood flow, 
JAM.A, 173:1231 (July 16) 1960, 2. Sevelius, G., and Johnson, P. C.: J. Lab. & Clin. 


Med. 54:669 (Nov.) 1959. 3. Russek, ‘H. L., et al: Circulation 12:169 (Aug.) 1955. 
4, Essex, H. E., et al.: Am. Heart J. 19: 554, 1940. 


makers of 


basic therapy for coronary artery disease 
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brand of pentaerythritol tetranitrate 
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Hospital of the West Indies; Senior Specialist in 
Anaesthetics, Royal Army Medical Corps. Ed. 
2. Cloth. Pp. 288, with illustrations. Price 
$5.50. The Yearbook Publishers, Inc. 200 East 
Illinois Street, Chicago, 1961. 


Modern Surgical Monographs. NEUROVAS- 
CULAR COMPRESSION SYNDROMES OF 
THE SHOULDER GIRDLE. By Louis M. 
Rosati, M.D., Professor of Clinical Surgery, New 
York University Post-Graduate Medical School; 
Attending Surgeon, Bellevue and University 
Hospitals, New York; and Jere W. Lord, M.D., 
Professor of Clinical Surgery, New York Uni- 
versity Post-Graduate Medical School; Attend- 
ing Surgeon, Bellevue and Univers'ty Hosp‘tals, 
New York. Cloth. Pp. 168, with illustrations. 
Price $7.25. Grune & Stratton, Inc., 381 Fourth 
Avenue, New York 16, 1961. 


THE CHEMISTRY OF IMMUNITY IN 
HEALTH AND DISEASE. By David W. Tal- 
mage, M.D., Department of Medicine, Univer- 
sity of Colorado Medical Center, Denver, Colo- 
rado; and John R. Cann, Ph.D., Department of 
Biophysics, University of Colorado Medical 
Center, Denver, Colorado. Cloth. Pp. 178, with 
illustrations. Price $5.75. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1961. 


CLINICAL TOXICOLOGY. By C. J. Polson, 
M.D. (Birm.), F.R.C.P., M.R.C.S., of the Inner 
Temple, Barrister-at-Law; Professor of Forensic 
Medicine, University of Leeds; Honorary Con- 
sultant in Pathology to the Leeds (‘A’ Group) 
Hospital Management Committee; and R. N. 
Tattersall, O.B.E., M.D. (Lond.), F.R.C.P., 
Assistant Physician to the Leeds General In- 
firmary; Consultant Physician to Otley Hospital 
and St. James’s Hospital; Clinical Lecturer in 
Medicine, University of Leeds. Cloth. Pp. 589. 


Price $10.00. J. B. Lippincott Company, East 
Washington Square, Philadelphia 5, 1959. 


RADIATION PROTECTION AND DEN- 
TISTRY. The Postgraduate Dental Lecture 
Series. By Arthur H. Wuehrmann, D.M.D., 
University of Alabama School of Dentistry, 
Birmingham, Alabama. Cloth. Pp. 238, with 
illustrations. Price $6.50. The C. V. Mosby 
Company, 3207 Washington Boulevard, St. 
Louis 3, 1960. 


CLEFT LIP AND PALATE REHABILITA- 
TION. By William H. Olin, D.D.S., M.S., As- 
sociate Professor, The Department of Otolaryn- 
gology and Maxillofacial Surgery, University 
Hospitals College of Medicine; Clinical Asso- 
ciate Professor, The Department of Ortho- 
dontics, College of Dentistry, State University 
of Iowa, Iowa City, Iowa. Cloth. Pp. 194, with 
illustrations. Price $9.00. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1960. 


RECENT ADVANCES IN PATHOLOGY. 
Edited by C. V. Harrison, M.D., Professor of 
Morbid Anatomy, University of London, Post- 
graduate Medical School. Ed. 7. Cloth. Pp. 459, 
with illustrations. Price $11.00. Little, Brown & 
Company, 34 B Street, Boston 6, 1960. 


ATLAS OF ANATOMY AND SURGICAL 
APPROACHES IN ORTHOPAEDIC SURGERY 
—LOWER EXTREMITY. Volume II. By Ro- 
dolfo Cosentino, M.D., Assistant Professor in 
Orthopaedic Surgery, University of La Plata, 
Argentina; Research Associate, Department of 
Orthopaedic Surgery, State University of Iowa, 
Iowa City. Cloth. Pp. 264, with illustrations. 
Price $14.00. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, 
Illinois, 1960. 


SURGICAL DISEASES OF THE CHEST 
Edited by Brian Blades, M.D., Professor of 
Surgery, The George Washington University 
School of Medicine, Washington, D.C,; Chief 
Surgeon, The George Washington University 
Hospital, Washington, D.C. Cloth. Pp, 589 
with illustrations. Price $22.00. C. V. Mosby 
Company, 3207 Washington Boulevard, §¢, 
Louis 3, 1961. 


EVALUATION AND MANAGEMENT OF 
THE BRAIN-DAMAGED PATIENT. By Jerome 
S. Tobis, M.D., Professor and Chairman, De- 
partment of Physical Medicine and Rehabilita- 
tion; and Milton Lowenthal, M.D., Associate 
Professor, Chief of Clinical Services, Depart. 
ment of Physical Medicine and Rehabilitation, 
New York Medical College, Metropolitan Hos- 
pital Center, New York. Cloth. Pp. 109, with 
illustrations. Price $6.00. Charles C Th 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1960. 


The American Academy of Orthopaedic Sur- 
geons INSTRUCTIONAL COURSE LEC- 
TURES. Volume XVII. Edited by Fred C. Rey- 
nolds, M.D., St. Louis, Missouri. Cloth. Pp, 
420, with illustrations. Price $18.50. C. V, 
Mosby Company, 3207 Washington Boulevard, 
St. Louis 3, 1960. 


MEDICAL FORMS AND PROCEDURES 
FOR INDUSTRY. By Herbert L. Herschensohn, 
M.D., Medical Director, Douglas Aircraft Com- 
pany, Inc., Santa Monica, California; Associate 
Clinical Professor of Industrial Medicine and 
Associate Clinical Professor of Preventive Medi- 
cine and Public Health, University of California 
at Los Angeles. Cloth. Pp. 192, with illustra- 
tions, Price $8.50. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, 
Illinois, 1961. 


‘NEW 6th EDITION! 


Hollander—Arthritis and 
Allied Conditions 


A Textbook of Rheumatology 


Edited by JOSEPH LEE HOLLANDER, M.D. 


Associate Professor of Medicine, School of Medicine, University of Pennsylvania; 
Chief of Arthritis Section, University Hospital 


New 6th Edition. 


Washington Square 


A-182 


8 SECTION EDITORS * 


This book is a virtual one-volume library on every 
phase of arthritis and allied conditions. Written by 
39 highly regarded authorities, it is unquestionably 
one of the most widely accepted works on the sub- 
ject available today. Changes and additions appear 
on every page of this almost all-new 6th edition. 
Nineteen chapters are new; 16 completely rewritten. 
Here is a cross-section of the new material: 
Selye and Bajusz on Stress; Larson on the L.E. Cell 


1306 Pages. 


Phenomenon; McEwen on Arthritis with Ulcerative 
Colitis; Vaughan on Immunological Considerations; 
Shulman and Harvey on Systemic Lupus Erythe- 
matosus; Howell on Metabolic Bone Disease; Calkins 
and Cohen on Amyloidosis; Rodman on Blood Dys- 
crasias; Jackson on the Cervical Syndrome; Castor 
on the Connective Tissue; Bunim on Alkaptonuria, 
Ochronosis and Ochronotic Arthritis. This is a high- 
ly dependable guide for every progressive physician. 


417 Illustrations. 


LEA & FEBIGER 


30 CONTRIBUTING EDITORS 


$20.00 


Philadelphia 6, Pa. 
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on the pathogenesis 
of pyelonephritis: 


“An inflammatory reaction here [renal papillae] 
may produce sudden rapid impairment of renal 
function. One duct of Bellini probably drains more 
than 5000 nephrons. It is easy to see why a small 
absccss or edema in this area may occlude a por- 
tion of the papilla or the collecting ducts and may 
produce a functional impairment far in excess of 
that encountered in much larger lesions in the 
cortex.”! 

The “exquisite sensitivity”? of the medulla to 
infection (as compared with the cortex), highlights 
the importance of obstruction to the urine flow in 
the pathogenesis of pyelonephritis. “There is good 
cause to support the belief that many, perhaps. 
most, cases of human pyelonephritis are the result 
of infection which reaches the kidney from the 
lower urinary tract.” 


to eradicate the pathogens no matter the pathway 


FURADANTIN 


High urinary concentration ¢ Glomerular filtration plus tubular excretion ¢ Rapid antibacterial 
action ¢ Broad bactericidal spectrum ¢ Free from resistance problems ¢ Well tolerated—even after 
prolonged use @ No cross resistance or cross sensitization with other drugs 

Average Furadantin Adult Dosage: 100 mg. tablet q.i.d. with meals and with food or milk on retir- 
ing. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 

References: 1. Schreiner, G. E.: A.M.A. Arch. Int. M. 102:32, 1958. 2. Freedman, L. R., and Beeson, P. B.: Yale J. Biol. & Med. 30:406, 
1958, 3. Rocha, H., et al.: Yale J. Biol. & Med. 30:341, 1958. 


° NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL COMPANY, NORWICH, N. Y. 
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LIPPINCOTT’S LIST 
ROUNDS OUT 


OSTEOPATHIC SKILLS 
SOME REFLECTIONS ON GENIUS 


Brain. 192 Pages. Illustrated. North American Market Only. 


NEW, 1961. $6.00. 


CALCULATIONS IN PHARMACY 


Rouse & Webber. 234 Pages. Paperbound. NEW, 1961. $5.00. 


MANUAL OF CLINICAL 
BACTERIOLOGY 


Kimler. 196 Pages. 41 Illustrations. Paperbound. NEW, 1961. 


$4.75. 
ORTHOPAEDIA 


Andry. Reproduction of the First English Edition of 1743. 
571 Pages. 14 Illustrations. NEW, 1961. Two Volumes Boxed. 


$10.00. 


AMERICAN DRUG INDEX 1961 


Wilson & Jones. 791 Pages. $6.75. 
NEW AND NONOFFICIAL 
DRUGS 1961 

849 Pages. 54 New Monographs. $4.00. 
CLINICAL TOXICOLOGY 


Polson & Tattersall. 589 Pages. Not Available in Canada. 
NEW, 1961. $10.00. 


SURGERY OF THE AORTA 
AND ITS BRANCHES 

Hardy. 386 Pages. 75 Illustrations. NEW, 1960. $6.50. 
MEDICINE AS AN ART 

AND A SCIENCE 


Clark-Kennedy & Bartley. 425 Pages. North American Market 
Only. NEW, 1960. $6.25. 


SURGICAL DISEASES 
OF THE PANCREAS 


Howard & Jordan. 607 Pages. 199 Illustrations, including 2 
Color Plates. NEW, 1960. $20.00. 


CARE OF THE WELL BABY 


Shepard. 224 Pages. 31 Illustrations. Paperbound. NEW, 
1960, $3.25 


PROGRESS IN EXPERIMENTAL 
TUMOR RESEARCH 


Homburger. 476 Pages. 132 Illustrations, 5 in Color. North 
American Market Only. NEW, 1960. $22.00. 


Rypins’ MEDICAL LICENSURE 
EXAMINATIONS 

Bierring. 805 Pages. NEW 9th Edition, 1960. $12.00. 
DIABETIC CARE IN PICTURES 


Rosenthal & Rosenthal. 237 Pages. 137 Illustrations, includ- 
ing 12 Color Plates. NEW 3rd Edition, 1960. $4.50. 


EMOTIONAL MATURITY 


Saul. 393 Pages. 15 Illustrations. NEW 2nd Edition, 1960. 
$6.50. 


J. B. LIPPINCOTT COMPANY 

East Washington Square 

Philadelphia 5, Pennsylvania 

Please send me the books encircled below: : 

1 2 3 4 5 6 7 8 
9 10 11 12 13 ic 15 


NAME 

ADDRESS 

city ZONE STATE 

Charge Convenient Monthly Payments 


Payment Enclosed JAOA-3-61 


Outlook for gains 
in longevity 
after age 60* 


Since 1929-31, the expectation of life at age 60 has increased 
one year among white men and about three years among 
white women. These increments are attributable largely to 
decreases in the mortality from the infectious diseases— 
notably tuberculosis and pneumonia—and accidents. Some 
further gains will undoubtedly accrue from continuing ad- 
vances in the control of the infections, but for the most part 
future gains will depend upon reductions in mortality from 
the degenerative diseases. The study shows the number of 
years that would be added to the present expectation of life 
of white persons at the older ages if the mortality rates from 
certain important causes of death were to decrease by speci- 
fied percentages. Reductions of 10 to 20 percent have been 
considered by some to be within reach in the decades im- 
mediately ahead; decreases of 50 percent represent goals 
which may be attained only by future generations. 

The cardiovascular-renal diseases, because of the magni- 
tude of their death rates, are the greatest potential source 
for increases in the expectation of life at the older ages, 
Even a 10 percent reduction in mortality from these condi- 
tions would add about two thirds of a year of life to people 
in their 60’s. If 20 per cent of these deaths could be elimi- 
nated, the gains would amount to about 1-1/3 years. In the 
latter case, the expectation of life for a white male at age 
60 would increase from 15.7 to 17.1 years; for a white female 
the figure would rise from 19.2 to 20.6 years. 

The cardiovascular-renal diseases include a large number 
of conditions of specific and of unknown origin. Several of 
the components, such as heart diseases of rheumatic and 
infectious origin, vascular lesions affecting the central nerv- 
ous system, general arteriosclerosis, and nephritis have rec- 
orded decreases in mortality for a number of years, and some 
further reductions may be expected. It is also not unrea- 
sonable to expect that some progress may be made in the 
prevention and treatment of coronary artery disease; the 
increase in the mortality from this disease has been the 
major factor in the recent trends for the cardiovascular-renal 
diseases as a whole. 

Malignant neoplasms rank second as a cause of death at 
the older ages. Nevertheless, even a 20 percent reduction in 
the mortality from this cause would add less than one third 
of a year to the expectation of life at age 60; a 50 percent 
reduction, however, would add 0.8 years at this age and at 
least 0.5 years at age 70. Marked reductions would depend 
upon the development of more effective means than are now 
available for the prevention and treatment of malignancies. 
This is particularly true with regard to respiratory cancer 
among males, the recorded mortality from which has greatly 
increased in recent years. 

Future reductions in mortality from any of the other 
causes could have only a minor effect on longevity after age 
60. Thus, even with a 50 percent decrease in accident fatali- 
ties among older people, the expectation of life at age 60 
would be increased by only 0.1 year for white men and 0.2 
years for the women. A gain of only a small fraction of a 
year of life would result from a similar reduction in mortal- 
ity from pneumonia and influenza, diabetes mellitus, tuber- 
culosis, cirrhosis of the liver, or ulcers. It is significant, how- 
ever, that a 50 percent reduction in mortality from all causes 
other than the cardiovascular-renal diseases and malignan- 
cies—which is within the realm of possibility—would effect 
a gain in longevity greater than that from a like reduction 
in the death rate from malignant neoplasms. For men, more- 
over, such gain would be equivalent to the total improve- 
ment in longevity actually recorded between 1929-31 and 
1958. 


*Reprinted from Statistical Bulletin, Metropolitan Life Insurance 
Company, November 1960. 
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to CONTROL DIARRHEA... the traditional and time-tested triad 
of effective and safe agents 


Pleasant taste plus predictable, prompt response in diarrhea 


Parepectolin combines paregoric, pectin, kaolin in a balanced, stable colloidal suspension,  Parepectolin; each fluid ounce—Paregoric (equiv- 
with a smooth, creamy consistency and a pleasant, mildly aromatic flavor. Parepectolin  aient) 1.0 dram, Pectin 2.5 gr., Kaolin (specially 
is compatible with antibiotics, and retains its uniform consistency and its good flavor. purified) 85 gr. Bottles of 4 and 8 fluid ounces. 


roe WILLIAM H. RORER, INC. PHILADELPHIA, PENNSYLVANIA 
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hunger contro an stimulation and no report contraindications 
| csandhypertensives* bottles of 100 and 1000; TENUATE bosP. 
| orca WhO. WM. S. MERRELL COMPANY 


The future is necessarily a matter for conjecture, but there 
is every reason to believe that further gains in longevity are 
in prospect at the older ages. In the future, as in the past, 
the changes are likely to occur in spurts as progress is made 
frst against one disease and then against another. Thus, 
further gains will probably be the result of decreases in 
varying degree from many causes of death. 


Changes of address 


Anderson, Julian, from 116 S. Third St., to 1012 Tonopah 
Highway, Las Vegas, Nev. 

Appleton, Michael Charles, from 3790 Griffith View Drive, 
to 4229 Tracy St., Los Angeles 27, Calif. 

Autry, William J., from 4639 N. Peck Road, to 4355 N. 
Peck Road, El Monte, Calif. 


Barlow, Alfred M., from 204 Carlisle Ave., to 958 E. Market 
St., York, Pa. 

Barr, C. Henry, from Box 245, to North Public Square, 
Fontanelle, Iowa 

Beck, Raymond E., from Azle, Texas, to Osteopathic Hospi- 
tal of Kansas City, 926 E. 11th St., Kansas City 6, Mo. 

Benoay, Leroy W., from Pleasant Ridge, Mich., to 168 Glen- 
dale Ave., Highland Park 3, Mich. 

Bergin, Philip S., from Los Angeles, Calif., to 17223 S. Cren- 
shaw Blvd., Torrance, Calif. 

Black, Paul E., from 402 Fassett St., to 1034 Woodville 
Road, Toledo 5, Ohio 

Blamey, William E., from Drexel Hill, Pa., to Box 306, 
Beaverton, Mich. 

Borland, Leonard Vincent, from Cincinnati, Ohio, to 165 
Main St., Felicity, Ohio 

Borman, Richard H., from Des Moines, Iowa, to 2850 S.E. 
Steele St., Portland 2, Ore. 

Buchanan, Sam A., from Hannibal, Mo., to 114 E. Lafayette, 
Palmyra, Mo. 


Castle, William G., from Aransas Pass, Texas, to 4716 48th 
St., Lubbock, Texas 

Charland, Paul V., from Azusa, Calif., to 18053 E. Valley 
Blvd., City of Industry, Calif. 

Christensen, Warren T., from Viborg, S. Dak., to 418 Grand 
Ave., Dayton 5, Ohio 


Cogburn, Gilbert, from Levelland, Texas, to Box 325, Asper- 


mont, Texas 

Colpitts, R. Scott, from Pontiac, Mich., to 1160 S. Williams 
Lake Road, Route 4, Union Lake, Mich. 

Comstock, Byron H., Jr., from South Laguna, Calif., to 377 
Pincrest Drive, Laguna Beach, Calif. 

Conroy, John M., from 123 Main St., to 413 Woodland 
Drive, Belding, Mich. 

Cooper, Arthur M., from Dearborn, Mich., to 493 W. Grand 
Blvd., Detroit 16, Mich. 


Dash, Bernard, from Dearborn, Mich., to 493 W. Grand 
Blvd., Detroit 16, Mich. 

Derfelt, D. W., from 4150 N. 19th Ave., to 6502 N. 35th 
Ave., Phoenix, Ariz. 

Deurloo, Thomas W., from Caledonia, Mich., to 204 W. 
Main St., Edmore, Mich. 


Edwards, F. O., from 501 S. 16th St., to 3191 Dorcich Ave., 
San Jose 28, Calif. 
Edwards, Richard L., Jr., from 5202 Chouteau Drive, to 
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in psoriasis 


allantoin and special coal tar extract 


widely prescribed 
Clinically proven/ cosmetically elegant 


“Psoriasis is, today, incurable, but, 
psoriasis can be a very manageable 
disease.” In a recent study of 214 
chronic psoriatics treated with ALPHOSYL 
“...every patient manifested 

some favorable response.”* 


1. Welsh, A. L.: Report, Conference on the Management 

of Chronic Dermat Uni ity of Cincinnati 

College of Medicine, Cinci ti, Ohio, Ni ber 4-5, 1959. 
Available: Alphosy! Lotion in 8 oz. bottles. 


REED & CARNRICK | Kenilworth. New Jersey 


gamma benzene Hexachioride 


in infantile eczemas regardless of severity 


A CONSISTENT RAPID RESPONSE! 


Tarbonis 


UNEXCELLED COAL TAR THERAPY 


1. Sedlis, E., and Prose, P.H.: Presented at the A. M. A. Convention, 
June 13-17, 1960. 
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2522 E. Vivion Road, Kansas City 18, Mo. 
Elton, Edwin J., from Wauwatosa, Wis., to M 
Manor, 3023 S. 84th St., West Allis 19, Wis. 


Gallivan, Catherine L., from 17 N. State St., to 850 DeWitt 
Place, Chicago ll, Ill. 

Glickel, Joseph, from Detroit, Mich., to 1082 Castleton 
Ave., Staten Island 10, N. Y. 

Goldberg, Ronald, from Merchantville, N. J., to 111 Rich 
Ave., Berlin, N. J. 

Goldin, Sylvan, from 725 W. Sunrise Blvd., to 1101 w, 
Broward Blvd., Fort Lauderdale, Fla. 


Hagerman, W. Robert, from Minden, Nev., to 121 N. Glen- 
dora Ave., La Puente, Calif. 

Hajjar, Raymond Thomas, from Detroit, Mich., to 30805 
Ann Arbor Trail, Garden City, Mich. 

Hall, Kenneth F., from 5695 Yukon St., to 7730 W. 57th 
Ave., Arvada, Colo. 

Heinlen, W. E., from 2900 S. W. 23rd St., to 4900 Franklin 
Ave., Des Moines 10, Iowa 

Hirschman, J. A., from 101% E. Main St., to 1137 W. Cherry 
St., Cherokee, Iowa 

Hogue, William B., from Bellflower, Calif., to 310 S, San 
Gabriel Blvd., San Gabriel, Calif. 

Hubbard, Raymond E., from Greenville, Mich., to 1212 N, 
Ballenger Highway, Flint 4, Mich. 

Huls, William J., from Phoenix, Ariz., to 220 W. Main St., 
Scottsdale, Ariz. 


Klingel, Leo F., Jr., from 605 W. Washington Ave., to 3610 
W. Western Ave., South Bend 19, Ind. 

Kohan, Perry, From 405 Grand Ave., to 3715 Otterbein 
Ave., Dayton 6, Ohio 

Kroll, George V., from Bloomfield, N. J., to 177 Hollywood 
Ave., Caldwell Township, N. J. 

Kroshinsky, Milton, from Saginaw, Mich., to 36 Tenth St., 
Hermosa Beach, Calif. 


MacRae, Kenneth I., from 6590 Main St., to 6545 Church 
St., Cass City, Mich. 

Malone, Edward Ray, from Skiatook, Okla., to 1005 N. 
Sheridan Road, Tulsa 15, Okla. 

Marini, Joseph A., Jr., from 6721 Bougainvilla Way S., to 
2939 Sixth St., S., St. Petersburg 5, Fla. 

Martin, Edward O., from 418 Wall St., to 908 E. Seventh 
St., Joplin, Mo. 

McLravy, Winifred E., from 911 Lake Drive, S. E., to 547 
Cherry St., S. E., Grand Rapids 2, Mich. 

McWilliams, T. P., from Bayard, Iowa, to 1779 N. Alvernon 
Way, Tucson, Ariz. 

Mintz, Gilbert, from El Monte, Calif., to 855 N. Lark Ellen 
Ave., West Covina, Calif. 


Newhouse, Robert M., from Burbank, Calif., to 1252 S. 
Central Ave., Glendale 4, Calif. 


Pardo, Angelo, from Kansas City, Mo., to 2203% E. Broad- 
way, Tampa 5, Fla. 

Parkins, George A., from Chicago, Ill., to Bay Osteopathic 
Hospital, 300 Mulholland St., Bay City, Mich. 

Pomeroy, Ira L., Jr., from El Paso, Texas, to 16719 Folda 
Ave., Torrance, Calif. 

Poundstone, Burton E., from 725 Sixth Ave., to 4900 
Franken Ave., Des Moines 10, Iowa 

Pratt, Marilynn J., from 6609 Rugby Ave., to 7700 Seville 
Ave., Huntngton Park, Calif. 


Ratner, Lawrence B., from Brooklyn, N. Y., to 4100 E. 29th 
St., Tucson, Ariz. 

Rothrock, Albert Henry, from Saco, Maine, to 2141 Coral 
Gardens Drive, Fort Lauderdale, Fla. 
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Rec, Med. 168:687, 1955. 


Schaefer, Waldemar D., from 3423 S. Flores St., to 510 W. 
Harding Blvd., San Antonio 21, Texas 

Schneiderman, Frank, from Fort Worth, Texas, to 38000 
Moravian Drive, Mount Clemens, Mich. 

Seiple, Robert S., from 1797 Oakland Park Ave., to 2831 

Cleveland Ave., Columbus 24, Ohio 


Theobald, Paul K., from 1419 Broadway, to 1099 Mandana 
Blvd., Oakland 10, Calif. 

Topol, Herbert, from 725 W. Sunrise Blvd., to 1101 W. 

Broward Blvd., Fort Lauderdale, Fla. 


Utterback, Clarence B., from Rout 6, Box 920A, to 6424 
Madrona Drive, Tacoma 22, Wash. 


Waldron, Maxwell E., from Tacoma, Wash., to 11042 16th 
Ave., S. W., Seattle 66, Wash. 


Zercher, Mary, from 1316 W. Tenth Ave., to 609 W. 13th 
St., Topeka, Kans. 

Zimmerman, Willis W., from 402 Fassett St., to 1034 Wood- 

ville Road, Toledo 5, Ohio 


Applications for membership 


ARIZONA 
Schlack, Elgin L., (Renewal) 98 W. Boston, Box 885, 
Chandler 


CALIFORNIA 
Martino, John S., (Renewal) 1753 Galindo St., Concord 
Harper, William Rivers, 1717 N. Normandie Ave., Los 
Angeles 27 


CONNECTICUT 
Levine, Julius E., (Renewal) 1481 Chapel St., New Haven 
ll 


FLORIDA 
Reay, Mildred, (Renewal) 663 Minneola Ave., Clermont 
Ostroff, Nathaniel C., (Renewal) 320 First Natl. Bank 
Bldg., Hollywood 
Whitehouse, Robert T., (Renewal) 12607 N. W. 17th Ave., 
Miami 47 
Willis, Guy E., (Renewal) Box 446, Wildwood 


IOWA 
Morrison, Warren J., (Renewal) West Bend 


MISSOURI 
Cornelius, James L., (Renewal) Edina 


NEW JERSEY 
Loeffler, A. E., (Renewal) 282 Farview Ave., Paramus 
Wylie, J. Robert, (Renewal) 15 Park Ave., Westwood 


PENNSYLVANIA 
McGowan, Frank A., (Renewal) 115 Clifton Ave., Colling- 
dale 
Mickey, L. Dale, (Renewal) 727 Main St., Rockwood 
Schultz, Howard C., (Renewal) 1003 Chester Pike, Sharon 
ill e 
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in bronchitis: 


(trypsin 'Nationa!’) 


LESSENS 


LOOSENS 
LIQ ES 


“unplugging” power in bronchitis, 
asthma has prove ucces: 


\ 
. ear. - 
| 
Parenzyme's aa 
in loosening inspissated mucus: plugs, 6¥@n, when 
other the failed." 
Parenzyme Aqueous/Orenzyme (oral tablets) 


Isoxsuprine hydrochloride, Mead Johnson 


relieves uterine spasm and hypermotility by d/rect relaxant action on uterine muscle* 

proved effective clinically with a low incidence of side effects* 

dosage: For menstrual cramps, give 10 or 20 mg. (1 or 2 tablets) three or four times daily 24 to 72 hours prior to 

expected onset of menstruation. Continue until pain has been averted. 

side effects: Few side effects occur when given in recommended oral doses. Occasional palpitation and dizziness 

can usually be controlled by dosage adjustment. Single intramuscular doses of 10 mg. or more may result in hypo- 

tension or tachycardia. 

} contraindications: There are no known contraindications to oral administration of VASODILAN in recommended doses. 
cautions: VASODILAN should not be given immediately postpartum or in the presence of arterial bleeding. Parenteral 
administration is not recommended in the presence of hypotension or tachycardia. Intravenous administration is 
not recommended because of the increased likelihood of side effects. 

supplied: 10 mg. tablets, bottles of 100; 2 cc. ampuls (5 mg./cc.) for intramuscular use, boxes of 6. 

*Voulgaris, D. M.: Obst. & Gynec. 75:220-222 (Feb.) 1960. 11SR6t 


Mead Johnson 
Laboratories 


Symbol of service in medicine 


7 

ormonal | 


for acute 


Te upper respiratory infections 


The Original Tetracycline Phosphate Complex U.S. PAT. NO. 2,791,609 


effective control of pathogens...with an unsurpassed record of safety and tolerance 


SUPPLY: TETREX Capsules—tetracycline phosphate 
complex—each equivalent to 250 mg. tetracycline HCI 
activity. Bottles of 16 and 100. 


TETREX Syrup—tetracycline (ammonium polyphosphate 
buffered) syrup—equivalent to 125 mg. tetracycline HCI 


BRISTOL LABORATORIES, syrRACUSE, NEW YORK 
He activity per 5 ml. teaspoonful. Bottles of 2 fl. oz. and 1 pint, 


Div. of Bristol-Myers Co. 
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YOU CAN 
give him a 
helping hand! 


Last year 136 loans, totalling a 
record $90,000, were provided 
to students in osteopathic col- 
leges. Loan funds are NOW de- 
pleted and THERE IS A WAIT- 
ING LIST! 


Six dollars of every ten contrib- 
uted will immediately go towards 
one—$750 loan to a qualified 
student . . . the balance to osteo- 
pathic research. 


IF YOU HAVE NOT ALREADY CONTRIBUTED TO OSTEOPATHIC 
EDUCATION AND RESEARCH THROUGH PARTICIPATION IN THE 
CHRISTMAS SEAL PROGRAM, PLEASE SEND YOUR CHECK TODAY! 


THE NATIONAL OSTEOPATHIC FOUNDATION, 212 East Ohio Street, Chicago 11, Illinois 
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more doctors are preseribing— 
more patients are receiving the benefits of— 
more clinical evidence exists for— 


CHLOROTHIAZIDE 


than for any other diuretic-antihypertensive 


Supplied: 250-mg. and 500-mg. scored tablets DIURIL chloro- 
chlorothiazide. thiazide in bottles of 100 and 1000. 
DIURIL is a trademark of Merck & Co., INC. 
Dosage: Edema—One or two 500-mg. tablets DIURIL once or 
MERCK SHARP & DOHME 


DIURIL is unique. There is no other brand of 


twice a day. Hypertension—One 250-mg. tablet DIURIL or one 


500-mg. tablet DIURIL two to three times a day. Division of Merck & Co., INC., West Point, Pa. 


HYPERTENSION CONGESTIVE FAILURE PREMENSTRUAL TENSION EDEMA OF PREGNANCY CIRRHOSIS WITH ASCITES RENAL EDEMA 
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| nflammation takes f igh 


-in nonhormonal, anti-inflammatory | 
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Specific anti-inflammatory agent 


Remarkably useful in a wide variety of inflammatory 
conditions, including: 


Rheumatoid arthritis, spondylitis, osteoarthritis?:23 
Gout'*+5 
Acute superficial thrombophlebitis®” 


Painful shoulder’ (peritendinitis, capsulitis, bursitis, 
and acute arthritis of that joint) 


Severe forms of a variety of local inflammatory 
conditions®:91° 


Availability: 
Round, tan, sugar-coated tablets of 100 mg. in 
bottles of 100 and 1000. 


With specific clinical advantages 


more specific than steroids—Acts directly on the 
inflammatory lesion without altering pituitary-adrenal 
function...without impairing immunity responses.®-14 


more dependable than enzymes—Rapid and complete 
absorption, without the uncertainty of oral or buccal 
enzyme therapy, or the discomfort of intramuscular 
therapy.® 


more potent than salicylates—Markedly superior 
anti-inflammatory potency of Tandearil over aspirin 
conclusively demonstrated in long-term controlled trials 
in active rheumatoid arthritis? 


The physician should be thoroughly familiar with the 
indications, dosage, side effects, precautions and 
contraindications of Tandearil before prescribing. Full 
product information available on request. 


References: 

1. Graham, W.: Canad. M.A.J. 82:1005, 1960. 2. Vaughn, P. P., Howell, D. S., and Kiem, 
1. M.: Arth. and Rheumat. 2:212, 1959. 3. O'Reilly, T. J.: J. Irish M. A. 46:106, 1960. 4. 
Connell, J. F.,Jr., and Rousselot, L. M.: Am. J. Surg. 98:31,1959. 5. Brodie, B. B., et al., 
in Contemporary Rheumatology 1956, p. 600. 6. Stein, I. D.: Ann. N.Y. Acad. Sc. 86:307, 
1960. 7. Barczyk, W., and Roth, G.: Praxis 49:589, 1960. 8. Miller, J. M., et al.: Antibio- 
tic Med. and Clin. Therap. 7:109, 1960. 9. Connell, J. F.,Jr., and Rousselot, L. M.: Am. 
J. Surg. 97:429, 1959. 10.S y of individual case histories submitted to Geigy. 
11. Domenjoz, R.: Ann. N. Y. Acad. Sc. 86:263, 1960. 12. Smyth, S. J.,: Ann. N. Y. Acad. 
Sc. 86:292, 1960. 


Geigy 


Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York TA-542-61 
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FLEXIBILITY 


| in the formula base has obvious advantages 
to the physician, who must decide what each 
infant needs, and when changes are indicated. 
An evaporated milk formula is a prescription 
" | formula, permitting the physician to adjust 


# ... the type and amount of carbohydrate 
... the degree of dilution to required strength 


Evaporated milk is the formula base proved 
successful by clinical experience ... for 50 
a million babies. 


FLEXIBILITY PLUS: 


Higher protein level recommended when cow’s milk is fed 
to babies 


Added vitamin D in required amounts 


Maximum nourishment—minimum cost to parents 


PET MILK COMPANY, ST. LOUIS 1, MO. 
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Abbott Laboratories, A-85, 86, 165, 166 

Alkalol Co., The, A-164 

American Ferment Division, (Breon Lab- 
oratories, Inc.), A-1 

American Meat Institute, A-190 

American Osteopathic Association, A-88, 
94, 123, 145, 158, 164, 170 

American Sterilizer Co., A-27 

Ames Co., Inc., A-46 

Amfre-Grant, Inc., A-81 

Armour Pharmaceutical Co., A-26, 152 


Baker Labs, Inc., A-45 

Baxter, Don, Inc., A-131, 132 

Becton, Dickinson & Co., A-79 

Best Foods, A-13 

Borcherdt Co., A-164 

Bristol Laboratories, Inc., A-17, 18, 19, 
20, 183, 184, 193 

Burroughs Wellcome & Co., A-87 

Burton, Parsons & Co., A-91 


Camp, S. H. & Co., A-92 

Carnation Co., A-29, 76, 77 

Ciba Pharmaceutical Products, Inc., A-62, 
63, Cover 4 

Columbus Pharmacal Co., The, A-35 

Colwell Co., The, A-167 

Cutter Laboratories, A-68 


Davol Rubber Co., A-69 

Desitin Chemical Co., A-136 

Dome Chemicals, Inc., A-65 

Donnelley, The Reuben H., Corp., A-115 


Eaton Laboratories, A-32, 64, 185 
Endo Laboratories, A-93 


Florida Citrus Commission, A-22 


Gebauer Chemical Co., A-156 
Geigy Pharmaceuticals, A-121, 196, 197 
Greer, John F., Co., A-170 


Hollister, Inc., A-74 
Irwin, Neisler & Co., A-90 


Lakeside Laboratories, Inc., A-24, 40, 41, 
52, 108 

Lea & Febiger, A-182 

Lederle Laboratories, A-4, 73, 122, 142, 
143, 178, 179 

Leeming, Thos., & Co., Inc., A-83 

Lilly, Eli & Co., A-78 

Lippincott, J. B., Co., A-186 

Lloyd Bros., Inc., A-21 


Maltbie Labs., Div., (Wallace & Tiernan, 
Inc.), A-48 
—- S. E., Co., A-134, 135, 168, 


McNeil Laboratories, Inc., A-54, 55, 82, 
89, 174, 175 

Mead Johnson & Co., Inc., A-126, 127, 
133, 146, 162, 163, 192 
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Merck Sharp & Dohme, A-14, 15, 28, 58, 
59, 75, 110, 111, 130, 155, 160, 161, 
172, 173, 195, 200 

Merrell, The Wm. S., Company, A-56, 
57, 84, 128, 129, 188 

Metabolic Products Corp., A-171 

Mulford-Colloid Laboratories, A-16 


National Drug Co., A-190, 191 
National Osteopathic Foundation, A-194 


Organon, Inc., A-33 
Ortho Pharmaceutical Corp., A-53 
Ovaltine Food Products, A-12 


Parke, Davis & Co., A-6, 7 

Personal Products Corp., A-37 

Pet Milk Co., A-198 

Pfizer Laboratories, A-44, 113, 114 
Pharmaceutical Industries, A-49 
Picker X-Ray Corp., A-1 
Pitman-Moore Co., A-125 

Purdue Frederick, The, Co., Cover 2 


Reed & Carnrick, A-189 

Riker Laboratories, Inc., Cover 3 

Roche Laboratories, A-47, 72 ,150, 151, 
176, 177 

Roerig, J. B. & Co., A-31, 140, 141, 154 

Rorer, William H., Inc., A-10, 11, 187 

Roussel Corp., A-144 


Sandoz Pharmaceuticals, A-36 
Schering Corp., A-3, 102, 103, 159 
Schmid, Julius, Inc., A-70 

Searle, G. D. & Co., A-71 

Sherman Laboratories, A-124 
Shield Laboratories, A-117 

Smith, Kline & French Labs., A-116 
Squibb E. R., & Sons, A-147 


Taylor Instrument Company, A-149 


U.S. Vitamin & Pharmaceutical Corp., 
A-104, 105 
Upjohn Co., A-66, 67 


Virginia Osteopathic Medical Assn., 
A-156 


Wallace Laboratories, A-8, 9, 39, 50, 51, 
112, 137, 157 

Warner-Chilcott Laboratories, Div., A-5, 
23, 109, 180, 181 

Warren-Teed Products Co., A-80 

Webster, William A., Co., A-199 

Welch Allyn, Inc., A-120 

White Laboratories, Inc., A-25, 34, 42, 
43, 60, 61, 106, 107, 138, 139 

Wilco Laboratories, Inc. A-118 

Winthrop Laboratories, A-30 

Wyeth Laboratories, A-95, 96, 97, 98, 99, 
100, 101 

Wynn Pharmacal Corporation, A-38, 148 


Young, F. E., and Company, A-167 


SUPPRETTES 


Anti-Nausea 


SUPPRETTES 


"B&O 


SUPPRETTES 


#16A 


Aquachloral 


SUPPRETTES 


Gentian Violet 


SUPPRETTES 


SUCCESSOR TO THE SUPPOSITORY 


WEBSTER 


REQUIRES NO REFRIGERATION 
MAXIMUM DRUG ABSORPTION 


Water Soluble | Ready Dispersal 
Nonirritant No Leakback 


OUR 50th 


ANNIVERSARY OF 
PHARMACEUTICAL MANUFACTURE 


Write for samples and literature. 


The William A. Webster Co. 


PHARMACEUTICAL MANUFACTURERS 
MEMPHIS 3, TENNESSEE 
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Anti-inflammatory 
effect lasts longer 
than that provided 
by any other 
steroid ester 


(6 days—37.5 mg.) 
Prednisolone Acetate 


HYDELTRA-T.B.A. 


for relief that lasts — longer 


DOSAGE: the usual intra-articular, intra-bursal 
or soft tissue dose ranges from 20 to 30 mg. 
depending on location and extent of pathology. 
SUPPLIED: Suspension ‘HyDELTRA’-T.B.a. 20 
mg./cc. tertiary-butylacetate, 


in 5-ce. vi 


MERCK SHARP & DOHME 
DIVISION OF MERCK Inc. 
PHILADELPHIA 1, PA. 


| 
| 
‘educes tenderness, Acute gouty arthritis 
| nbosacral strain 
= 
| 
| (13.2 days—20 mg.) 
} 


trouble-free 
for the 
hypertensive patient 


alseroxylon, 2 mg. 


worry-free rust 
2 tablets 
at bedtime 


physician 


Fight years of continuous use...some 600,000,000 
patient-days of effective, safe therapy with RAUWILOID 
.».prove enduring patient-acceptance and physician- 
satisfaction ... without any revisions of claims, changes of 
dosage, or additional side actions encountered. 


RAUWILOID 
is an original development of 
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ibucaine CIBA) 
...For minor cuts and burns, sunburn, hemorrhoids, removing 
sutures, performing routine office surgery, making instrument 
examinations. And, to best suit every situation, there’s 
a choice of Ointment, Cream, Lotion, Suppositories. 
Complete information sent on request. 


stop pain with Nuperc Vinal 


B.A 
SUMMIT, N. J. 


stop hemorrhoid pain with 
NUPERCAINAL SUPPOSITORIES 
exact dosage « fast acting 


2/28:7™B 4 
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